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| E he Vh ice of n Journal can be the occasion for the editor taking 
u licence to give his own justification for the addition of a new publication 
i A MR Arrays on the library shelves. This is an offering in 
| ` al of Family Therapy. 
Farir ae of marital and family therapy is the same as the personal 
e amily therapists. That is not to say that the setting of the 
therapy is naturalistic, for it is not. But the topics that the therapist and 
family members grapple with are extremely mundane. This distinguishes 
the marital and family therapist from other helping professionals who 
usually find themselves able to engage the ‘abnormal’. The physician, the 
| social worker, the probation officer and the psychiatrist are usually able 
| to sce themselves as working with ‘problems’ and evolve a subject matter so 
that they are dealing with ‘sickness’, ‘mental illness’, ‘social handicap’ or 
‘disadvantage’, ‘delinquency’ or ‘anomie’. Even the psychotherapist, whose 
Job in the respect propounded here, is most like the family therapist, can 
believe himself to be working with ‘psychopathology’. ‘The family therapist, 
even when espousing such ideas as disturbed family systems and family 
pathology, rarely confronts these entities in a form that clearly separates 
that which happens in the client family from the possibilities of the thera- 
pist’s family. Although individuals in client families may go through 
experiences and behave and feel in ways quite outside of the world of the 
therapist, that difference is not nearly so starkly shown in the life of the 
couple and family as portrayed during a therapy session. For example, 
Bateson and his co-workers (1973) on observing families containing a 
young person bearing the title ‘schizophrenic’ noted an unusual and 
apparently highly upsetting form of communication within the family, 
the famous ‘double bind’. This mode of transmission of values, language 
and role expectation, seemed so confusing, distorting and strange that 
Bateson suggested that the form of communication could be a schizo- 
Phrenogenic agent. Although Bateson and his co-workers had, by their 
Observations, contributed fundamentally to the inauguration, of family 
therapy, they had probably not discovered anything about ‘the cause’ of 
Schizophrenia. What they had happened on was a very common form of 
muddled and contradictory communication which can be seen in the most 


Bureau of Ednl & Psyl. Researel 
(2 4. E RT) 


2 Editorial 


everyday circumstances (as well indeed in families containing a nae 
and hospitalized psychiatric patient). It could be that there Sot 
especially intense, persistent and impossible about the double en vill 
families containing a labelled patient, but the family therapist fän 
aware of contradictory instructions, whereby certain of his own n 
taboos were transmitted and where there was also a prohibition oo 
exposure of the contradiction, That is to say, that we all pu a Un 
elements of our experience being structured by parental eens 
whilst we in turn subject our own families to subtle but rigid contra 
ommunications. fs 
° A client family may also contain an open thief or a flagrant hà » 
baby batterer, and their experience and behaviour may be dec id 
from that of the therapists. But the material or marital and Sunt 
expounded in a therapeutic session will rarely be so absolutely puser 
The content of a family therapy session is concerned with the me x 
tion and acceptance of love and care, the management of home. 
the reflection of the marital relationship onto the life and ae 
the children, the impact of the conflicting demands of work ane of t 
life on the parents and the tension between the childhood gt chi 
parents and the continuing or absent contact with the family  rcscn 
childhood. The topics are to do with the fact of family life not the f 
of a labelled disturbed family member. "ER 
The contrast between the normal/abnormal dichotomy of poda cle? 
clients or patients in the caring institutions, and the absence gia cferre 
cut distinctions can be noted time and again when we Qm 
family containing a member with one of the labels of severe ges have * 
‘psychotic’, ‘recidivist’, ‘socially inadequate’, and so on. We ee times 
expectation of something extraordinary, and indeed the life anc r fami 
the individual may be quite bizarre, but what gocs on in a marital i and. 
interview designed to discern the nature of the marriage or fn i 
discover those elements of family life towards which our thers 
efforts will be directed, will not lead us into areas of comparable S 
ness and abnormality. 


idt 
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ak ac 
conducts. The family will talk about and display in their anne 


amily life. 
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red time the work with the family turned on the son’s worry about the causes 
ing and future of mother’s hospital admissions (which were on account of 
the depression and her unaccountable fears for her physical health). Later the 
be family came to spend the therapy sessions talking about how father and 
ily mother could get a bit more life into their marriage. 
hi On the other hand, time and again, in elucidating the family tree of a 
ith colleague or participant in an experiential exercise at a family therapy 
idi training programme, we sce that the traumas and pains in the past families 
ry Of family therapists are as manifold and intense as those of client families. 
In marital and family therapy we are not ‘treating illness’, or ‘curing 
ot disease’, or ‘overcoming handicap or disadvantage’. So what are we doing? 
gf There need not be an answer to that question here but we can see the 
« difficulties and add a few more. If there is uncertainty as to the exact 
nt} Nature of our subject matter, if it cannot be clearly defined and differen- 
y[tiated from ‘the abnormal’, and if there can be no clear boundary between 
&|What goes on in the client families, as compared with the therapist’s 
ol family, then the therapist is doubly likely to feel muddled both within 
ly him or herself and between the self and the clients. This produces problems 
that in the language of psychotherapy carry with them the hallmark of 
jrcountertransference. This includes the problem of knowing whether there 
ctis, or should be, a distinction between professional and non-professional 
activity. 
a ‘There are further problems to add to those outlined above. The ways 
ythat families are, the functions, structure and social role of families and 
gmarriages change constantly with time and vary enormously geographically. 
c The fact that family therapy has evolved in the third quarter of this century 
yis unlikely to be accidental and unrelated to the nature and state of the 
gmid-twentieth century industrial society. It is obvious that the social, 
cultural and historical background of parents is always different from that 
of their offspring, and will rarely be identical in either case, with that of a 
therapist with whom they should chance to meet. Given that the therapist 
js likely to have some confusion and uncertainty anyway, the problem is 
compounded. 
; The doctor mecting with a patient afflicted with a heart attack 25 years 
280, was mecting with a problem that his contemporary would also 
recognize. The nature of the physiology and pathology of the cardio- 
Vascular system is unchanged. Physical illnesses show historical changes 
n incidence and distribution, some diseases virtually disappear and 
modern chemical science creates new ones, but the normal physiology, 
Waiting to be distorted by physical illness, is extremely stable. These 
‘tatements cannot be paralleled in the field of the family. It is highly 
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unlikely that there is a conceivable ‘normal’ family functioning that is as 
unchangeable as is normal physiology. Probably, family life has changed 
considerably in 25 years—expectation about pre-marital co-habitation 1s 
a striking example. . 

Lastly, in listing the difficulties in being a family therapist, can be 
mentioned the problems that arise from the fact that the field is so new, 
in comparison to that of medicine, psychiatry and even social work. For 
although family therapy is not a profession in the sense that those activities 
are, it impinges on at least two of them and has to find itself in relation to 
them and to that of the psychologist. Pressures from these professions are 
both stimulating the development of family therapy, but also creating 
conflicts because the established practices of these professions arc nof 
always supportive of the needs of the family therapist. Moving away 
from these established practices creates difficulties for both the client] 
patient and the therapist. 5 

Family therapists cope with these difficulties in ways that are familia! 
to the observer of the social work, psychotherapy or counselling professions: 
That is to say that we try to find a guiding light for working, which helps 
us bear the intense sense of being lost and without landmarks. The 
multiple problems of family therapy leads us to need a faith and there art 
a number of them around to cling to in our pains and difficulties. They are 
ways of thinking that are sufficiently encompassing to give us some 
guidelines in a large enough number of instances. They include psycho 
analysis, behaviourism, existentialism, encounter group thinking, system" 
theory and science. Each of these ideologies can be used by a therapist t 
bolster a clinical activity with a sense of knowledge and purpose to alleviatt 
uncertainty. 

It is essential that the therapist has such sources of understanding ant 
explanation which can lead to reasonably purposeful and consisten! 
activities in relation to the client groups with whom the therapist meets 
The two dangers are those of Procrustes and Prometheus. The forme! 
stretched or truncated his victims to fit his bed and the latter dared t 
presume power and resource that were the property of the gods. 

As a journal we hope that we will be truly eclectic in that we will hav! 
room for exponents of all systems and of no system, We think that it } 
right that therapists have a frame of reference with which to orientat 
themselves in the bewildering work. We hope that we will enable ou 
readers to find points of familiarity and sources of inspiration as well A 
knowledge, in our journal. We hope that we will show that family therap 
can be practised in many different settings, by workers of many differe” 
intellectual backgrounds and inclinations and from many disciplina! 
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origins. We hope that we will give the role of scientific thinking, research 
and methodology full acknowledgement, whilst at the same time knowing 
that all therapeutic interventions have to be performed in situations where 
few of the variables are as controllable as in a scientific experiment. It must 
always be that the therapist is using his intuitive senses to respond humanly 
and fully to the lives of families. Ideologies, ways of thinking, concepts 
and scientifically derived ‘facts’, have to be amalgamated moment to 
moment, by the therapist, into a response to the complex plethora of 


! feelings, behaviours, and historical data which is observed and experienced. 


The response must be congruent with the intellectual understanding of 
the therapist and yet must bear the marks of the personal life, both past 
and present, of the therapist. The responses are also always going to be 


shaped by the context of the therapeutic meeting, the location and the 


nature of the original presentation. 
With these pious thoughts we launch our journal. 


1 Reference 
| Bateson, G. (1973) Steps to an Ecology of Mind. St Albans. Paladin. 
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Reflections on the family therapist as family 
scapegoat 


A. C. Robin Skynner* 


In 1962, at a time of staff shortages at the Harlow Child Guidance Clinic, 
John Elderkin Bell's paper on treating families as groups appeared in the 
Journal of Child Psychology and Psychiatry. Reading it, I decided to try 
seeing families together simply to save time and get the whole diagnostic 
procedure over in one hour, avoiding the need for separate interviews 
with children, fathers and mothers. I also arranged follow-up interviews 
for the whole family a month or two months later, simply as an emergency 
measure to provide some support using minimum expenditure of time, 
and to pick out cases requiring more active and urgent intervention. To my 
astonishment I found that quite dramatic beneficial changes were taking 
place in some of the families seen together in this way, often after one or 
two interviews—changes that I had sometimes seen with mother-child 
couples but had not, at that time, witnessed in conventional individual or 
group psychotherapy. Indeed, I found it difficult to believe the evidence 
of my senses until similarly rapid changes were reported by Winnicott 
(1971) in the course of his individual therapeutic consultations. with 
children, which I learned about soon after. Later, as we know, David 
Malan (1963) in his research into psychotherapy found similar examples 
which, in his first report, he attributed to spontaneous dynamic change 
without therapy, but which on re-examination he concluded were 
structural changes following a single interview, carried out for assessment 
purposes but having a profoundly and unexpectedly therapeutic effect. 
However, at the beginning this confirmatory evidence was not available, 
and I tried to clarify for myself both the features of the interventions 
which brought them about, and the interval between sessions which might 
be most effective, since the fact that the interviews were widely spaced, 
to an extent I would never have employed deliberately, seemed somehow 


important. 
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The optimal spacing proved to be about three weeks to : iae 
(though certain types of problem, particularly those with muet urn 
lying depression or deprivation, or others dc compensating Into. psy di i i 
need more frequent sessions). It was much more difficult to sce W » : 
was in the sessions that caused the changes, but the more I studied ers 
recordings the more clear it became that the neutral Mas "nini peer 
I was trying to usc, a legacy from my group-analytic —— . 
the whole answer. In my 1969 paper—‘A group-analvtic 2j wire ils 
conjoint family therapy’ (Skynner, 1969) I concluded that eem 
therapy, as in individual or group-analytic therapv, the therapis [^ 
obliged to function as an interpreter or connecting apparatus—t estor 
dissociated emotions to consciousness in the individual, or enabling t ; 
Scapegoat to be reaccepted by the whole family group, which is the gm 
kind of event at the individual or group level. The dramatic changes soei : 
to take place during or following sessions at which there had also = 
some strong confrontation between the therapist and some eer d 
person or sub-group within the family, such that the therapist m 
affirmed some values contrary to the family ethos, in a forceful way, p? 
had won the battle. I said in that paper ‘I have presented the need * 
communication between parts of the system, and the need for sem 
within it Whereby some parts are dominant to others, as if these pur 
principles were separate. But I think this is only a limitation of my aed 
capacity to understand and formulate the problem for I can sec dim? 
that these two considerations are merely two aspects of the same pee 
two ways of viewing the concept of order' (Skynner, 1969). Since ji 
my rather belated discovery of General Systems Theory, first claborat? 
by von Bertalanffy (e.g. 1950) provided a model in which these two fact 
—the need for communication and connection, and the need for hicrarch? 
and control, were shown to be basic requirements if a system was t? 
exist at all, indeed part of the dcfinition of the word 'system' itself. . 

Nevertheless, I found it extraordinarily difficult to make this transitio? 
towards more active, confrontative interventions, where I direct 
challenged the value system of the patient or family group, and struggle 
to win the day. In the 1969 paper I gave a verbatim transcript of a cruc# 
session with a family which contained a Scapegoated adolescent girl, ie 
referred for therapy 12 years earlier at the age of two. After trying to La 
a more interpretative mode in the earlier Sessions, during the fourth Y°, 
can hear my voice change as I Stop stuttering and mumbling, lose js 
patience and confront the parental couple, in particular the mother Y 
controls the whole family by her psychotic depressions and suic! 


dal 
[4 
intentions, with their dishonesty and manipulation. During the session t 
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response is dramatic and immediate, as if for the first time they feel safely 
held and able to face the truth, while from that time onwards the scapegoat 
returned to the fold and no serious problem recurred over several years 
of follow-up. But I still vividly recall the anxiety I felt when I first presented 
this case at the first Day Conference on Family Therapy held jointly by the 
Department of Children and Parents at the Tavistock Clinic and the 
Woodberry Down Child Guidance Unit and the Queen Elizabeth Hospital 
for Children Psychiatric Department, in 1967, and this anxiety was still 
affecting me when the 1969 paper was first delivered as a lecture to the 
Association of Psychology and Psychiatry in 1968. 

What was the source of this intense anxiety? I was aware at the time 
that its intensity was quite irrational, even though I genuinely expected 
strong criticism from many of my colleagues for stepping out of the 
neutral, non-judgemental, supportive role my training had taught me to 
adopt. In fact, on each occasion my presentation was received with 
seeming pleasure and obvious approval, almost as if I was saying something 
that everyone knew to be true, but that no-one had dared to voice. Why, 
then, had I been apprehensive? 

‘Yo try to answer this I would like to return to consider what the inter- 
vention represented, in terms of more general principles. An interpretation*, 
as I understand it (unless it is carrying other hidden messages) is an 
attempt to point out certain possible connections among the patient’s 
associations or actions which the therapist has noted, but of which the 
patient is seemingly unaware. It may be a comment connecting the 
material the patient brings about his outside life with the behaviour he 
is currently manifesting towards the psychotherapist. Or it may connect 
the patient’s current behaviour, whether that described in his life outside 
the session or his reactions within it, with past events previously described, 
usually those involving interactions with important figures in his family of 
origin. Or the therapist may point out a recurrent pattern he has noticed 
in the patient’s contributions over several sessions, whether they concern 
relationships outside, those with the therapist, or both. If the intervention 
is a true ‘interpretation’ without overtones carrying other hidden messages 


* Interpretation’ is being used here to represent one end of a continuum of 
therapeutic intervention, the other end being represented by the word ‘modeling’, 
and I am presenting these two techniques in a rather polarized way in an attempt 
to clarify these two extreme positions as they occur in my own work. I mention 
this because many analysts may use the term ‘interpretation’ to apply to a range of 
interventions along this continuum, which may sometimes include strong emotional 
Participation on the part of the analyst or even some degree of what I have called 
‘modeling’, though these interventions in general would lie towards the 'inter- 


pretive’ end of the scale rather than the other. 
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(such as ‘no doubt your failure to pay your fees once again is yet "aw 
manifestation of your intractable hostility towards YENE seien à ith 
emotionally neutral, non-judgemental, provided for the Basent msn ie 
it what he pleases and without any pressure for him to take any eed 
action about it. The truth expressed may be painful, of course, anc se T 
on that account, but the analyst does not take any particular side or eR de 
any of his personal values, other than the value judgement that oi 
truth, or reality, will lead to less pain in the long run whatever disco! 

it may cause initially. 3 

Interpretations ea also made, it seems to me, very much from tie A 
They are intellectual constructions and even though the therapist 
use information derived from his feelings in constructing them, 
absence of strong emotion and of the analyst's involvement as a pers? 
is seen as a desirable feature. . . dé 

There are two particular advantages attached to the interpretive ue i 
seen in its truest form in psychoanalysis. ‘he analyst seeks drm 
available to the patient additional information about the motis RUE 
underlying his behaviour, and about its consequences, which if pega oir 
understood and applied will give the patient more control of his behav at 
and at the same time increase his awareness and responsibility for e 
effects. Whether the patient accepts this greater responsibility is left e. 
to him—hc is free to reject the greater freedom available if the ine d 
Stepping off the safe and known ground of his neurosis is too ees 
Also, since interpretations are conveyed through the conscious recognit!? 
of linguistic symbols the patient is aware that the analyst is proposing 
some change to him, and is thus sufficiently on his guard for rejection ? 
the new information to be possible. vod 

But there are corresponding disadvantages. The fact that communicatio? 
take place at an intellectual level, from the mind of the analyst to the im 
of the patient through symbolic abstractions, requires a long subseque” 
process of experimentation, trial and error, before this verbal informatio” 
can make a systematic difference to behaviour. . 

It is rather like the difference between being given an instructio" 
manual for playing the guitar and actually producing music. ‘This proce? 
of translation, whereby the concepts conveyed in the interpretatio " 
ultimately transformed into new behaviour, is dealt with rather sketch! 4 
in the analytic literature: the term ‘working through’ being used liber? 
as a kind of conceptual putty or ‘polyfilla’ to fill the enormous gap bet. 
the changes originally expected to follow the interpretations, and the por 
that these often occur only after long delay, if t 
timing the theories do not explain. 


n ar 


ath’ 
hey occur at all, wit 
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The fact that the interpretive mode avoids taking over the patient's 
responsibility for his own life, though an advantage with patients who do 
not have very much wrong with them, who are capable of trusting relation- 
ships, and who have some adequate sources of self-esteem, has serious 
disadvantages when used with the more seriously disturbed who are unable 
to carry this responsibility. In a recent paper Lieberman, Haffner and 
Crisp (1978) found this a central problem. They say, for example, 
"interpretations were a particularly troublesome problem in that many 
trainees felt that the essence of successful psychotherapy was to make 
authoritative interpretations as soon as possible. These frequently 
produced unexpected or undesirable reactions in patients unprepared 
for them’ and *. . . requesting a patient to form a treatment alliance and 
to adopt an active and self-exploratory role within it often simply exposed 
the massive and perhaps insoluble personal and interpersonal problems 
which had led to the patient's admission to a mental hospital" (Lieberman 
et al., 1978). In their work with severely deprived, multi-problem families 
in slum areas of New York and Philadelphia, Minuchin and his colleagues 
(1967) came to similar conclusions, recognizing that interpretations which 
might be appropriate and acceptable for healthy families were experienced 
by the very sick as destructive attacks, undermining their limited self- 
esteem, making unbearable the already severe state of pain in which they 
existed, and offering nothing for them to put in the place of their present 
mode of functioning. 

Much of my own work as a psychotherapist in the individual and group 
treatment of adults, children and families has been carried out in the most 
severely deprived areas of the East End of London, with unusually high 
rates of delinquency, psychosis, multi-problem families etc., and there our 
findings were exactly the same. Moreover it became clear to us that the 
neutral, analytic position from which we tried to operate, which was 
positively experienced by our middle-class patients as a form of respect 
for their freedom and independence, was experienced quite differently by 
the deprived and disadvantaged. The more severely deprived and disturbed 
seemed to feel this as a lack of caring on our part, a lack of interest in their 
welfare, a refusal to offer them some more effective mode of functioning, 
which our higher economic status suggested to them we possessed, in 
place of the inadequate one they were utilizing already, which our 
interpretations seemed only to shatter and leave in greater ruin than 
beforc. 

In our work with severely deprived families in the East End we found, 
like many other workers had done before in similar situations, that the 
therapist has to go beyond recognizing and describing what he perceives 
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as missing or distorted. He actually has to provide what is ue ce 
individual or family, or to correct what is distorted, throug ? set pea 
vention. He must be actively involved, and seen to be pp ie inet 
concerned, providing an input designed to change the families functi ra 
in a direction he believes, to the best of his judgement, to be a hese 
interests. I have used (Skynner, 1976) the term ‘modeling to cover = T 
types of intervention, partly because Bowiby (1969) had eed Me in Él 
as a preferable concept to substitute for the ‘internal object EE a a 
analysis, partly because the word was already accepted for os, 
intervention in the language of learning theory and behaviour modi "s 
so that if offered the beginning of a common language for these two fie ex 
But whether or not that word is used, others who have studied and ed 
successful with the psychotherapy of the more inadequate and distur a 
have found it necessary to base their work on an educative rather than a 
interpretive model, utilizing identification processes, role playing Pe 
active control rather than an intellectual, analytic, explanatory and verba 
approach alone. --————" 
The great advantage of interventions based on ‘modeling’ is that pi 
effects, when they are successful, are often immediate, or at least gcc 
ingly rapid. If one provides an input of forceful control to a family w ne 
the problems are all stemming from absence of clear structure p 
hierarchy, changes in the family functioning can be noticed during : ^ 
interview itself, with subsequent increasingly heated exchanges Su 
mounting anger inhibited by mounting anxicty culminating in an explos® 
where a parent ‘reads the riot act’, a clear hierarchy is finally establish? 
and conflict and anxiety suddenly drop. ‘This is very characteristic of scho? 
phobics, who return happily enough to school after this final crisis. Parent? 
often say such things as ‘it was the worst week of my life’, ‘I would nev? 
have been able to bear it if you hadn’t warned us what it would be like - 
Among many similar communications, I had a Christmas card from the 
mother of a school phobic child long under treatment at a Child Guidant! 
Clinic, but sent for a second opinion to me by the general practitione^ 
and seen only once. It reads ‘Thanks for the Hell; but it worked. Have ! 
happy and restful Christmas from the W. family. P.S. Jessica wi 
ex-patient; school phobia cured; Thanks’. Needless to say, someone ve 
have to validate these impressions of rapid change by controlled expe”, 


s à : oil 1t 
ment, but everyone who has tried this approach will have experienced 
as an unmistakable fact. 


5 

Though this approach was developed in the treatment of family group? 

I have found it possible to employ it in group and individual therapy s 
well. There were two striking examples recently in a group of coup! 
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The first time he attended the group, a man who had been referred for 
tinnitus (after exclusion of physical causes and skilful but unsuccessful 
individual therapy) mentioned that this was worse when dealing with 
groups of students he taught at college. He was obviously frightened of their 
covert hositility, but instead of just interpreting this I described in an 
amusing way a situation parallel to his where I was supervising a staff 
group in which there was great resistance to discussing their work as 
group therapists. I explained how I was provoking them, putting them in 
double binds, using paradoxical injunctions and systematically making 
them angry—which also had the effect of getting them to talk about the 
resisted subject by provoking them. At his second attendance at the group 
a week later he was quite remarkably changed—much more confident, 
assured, firm and relaxed—which everyone noticed. He said ‘I felt greatly 
relieved after last week's session. I found it very helpful—it helped me to 
correct pre-conceptions I had been developing, and I think that it has 
actually helped in terms of resolving the sympton. In fact this week taken 
overall has been remarkably clear. I found myself listening to you (here he 
looked at me) last week and later adopting a rather different line as regards 
my students, taking the line that they would only get out of it what they 
put into it, and the rest of the week really went quite well’. At the same 
session a man who suffered severe depressions and until then had been 
unable to stand up to his persecuting wife also seemed remarkably changed. 
Ile stood his ground with her and was more confident, active and involved, 
instead of sinking back into lethargy, from this point on. The husband in 
the recently-arrived couple, who has begun by describing the changes he 
has noticed in the week since he began, comments on the change which 
has occurred in this second husband, saying ‘Well, it’s just that when we 
first came two weeks ago you gave the impression that you were being 
dragged into this unwillingly and you were adopting a sort of submissive 
role; and now you are talking very positively in clear cut terms which to 
me are very different from the way you were talking before!’ 

‘The second husband replies: ‘for myself I think I have seen a fair amount, 
I've personally benefited an enormous amount here, I don't know how, 
it's rather an odd process that goes on in this room—it’s very strange. 
I can't put my finger on it—it's very simple but there is some sort of 
underlying thing which I haven't been really able to see’. . 

Later this second man is able to express more specifically something of 
what had affected him in the previous session: ‘there was one thing I do 
recall having an influence on me, you (here he looked at me) were talking 


ay yourself and I remember you saying words to the 


in a very blunt w 2 ; A 
group) is sorting herself 


effect that Mary (the wife in the third couple in the 
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out O.K. and that made me... it had a sudden effect on me... maris 
I thought something has actually happened to Mary and in the pa a 
have known her I have witnessed a certain degree of that change and 2 
had an effect on me’. (These transcripts from recordings were made wi 
he patients’ permission. 3 - 
In the es quoted de patients were aware of the model which M 
affected them, but this is in no way necessary. Indeed, the absorption he 
a model is more effective when it occurs unconsciously, and making “A 
process conscious by commenting on it more often interferes with e 
process, partly by putting the person on guard by alerting him to he 
thing the therapist is trying to do to him, and perhaps also. because E 
rapid learning which takes place through modcling scems to involve is 3 
of the brain other than those concerned with intellectual thought, w he : 
awakening the intellectual faculty has a similar disrupting effect to tryln$ 
to think about one's movements as one runs down st Ay 
The disadvantage of this is that the therapist has to take over respons! 
bility for the patient's life to a certain extent, and is in a sense imposing 
his values, which may of course be unhealthy 
make modeling interventions exclusively tend 
techniques which are applied rigidly and 
further development of t 
personality and behavio 
and while inputs are rec 


airs. 


or prejudiced. People who 
1 to develop theories ane 
uncritically, limiting i 
he theories. And since criticism is not two-way, t : 
ur of the therapist does not come under scrutiny? 
cived by the patients to improve their functioning 
the therapists do not receive inputs from the patients which would impro" j 
theirs. I think this criticism applies for example to the ‘structural fam) 
therapy’ practised by Minuchin (e 
Philadelphia Child Guidance Clinic, 
make of conventional behav 
But why did I feel such 
the 1969 paper if I was si iving a 
which later events proved were j zl 
my thoughts on this matt 
therapy, it now seems to m 
relationship to the family 


er have developed a little further. In fast 
€ that the therapist stands in the same dynam 
as a family Scapegoat. The scapegoat represe” d 
or contains those emotions or actions the family as a whole cannot cop 
with, and so deal with by denial, repression and exclusion. The inabilit 
to integrate the emotions represented by the Scapegoat—anger, jealous? 
sexuality, dependency or whatever it may be—in the family as a whole d 
the esscntial problem underlying all the more superficial dysfunctions En 

complaints, and reintegrating the Scapegoat with the family, or reintegrat”? 
the emotions the scapegoat represents as normal and accepted parts 0 ! 
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consciousness of each individual, is precisely what the therapist has to 
bring about. 

Seen from this point of view, I think that the essence of my technique is 
that I, as therapist, voluntarily and actively undertake the scapegoat role. 
I do not distance myself from the family emotions, but at first allow myself 
to be open and receptive to them. Gradually I become part of the family 
system and begin to feel, without being able to explain it, strong impulses 
of one sort or another. I may feel pain at their emotional isolation, anger 
at the chaos and disruption, or irritated by their prudishness and impelled 
to make some provocative sexual remark. Of course, whether, when and 
how much I release this is a skill based on experience, like the timing of an 
interpretation. But I am now coming to believe that the dramatic increase 
in the speed of change I mentioned earlier is connected with the fact that 
instead of making interpretations about the repressed or denied emotions 
in families or individuals, from a detached and uncommitted position, 
I begin to manifest these emotions and actions in my actual behaviour. 
Instead of describing what is missing I actually become what is missing, it 
ceases to be missing. The emotions the family cannot deal with begin to 
happen in their midst, in the actual person to whom they have come to 
save them from this dreaded experience, and short of escaping through the 
door they have to cope with them somehow. Seen in this way the situation 
is so horrifying, so shocking that one might be surprised if something 
dramatic didn't happen! 

At this point, of course, one is in the position of having struck with a 
very large salmon on very light tackle, and real skill, which can come only 
from long experience, lies in knowing when to strike and how to land the 
fish without breaking the tackle—to know whether, when and in what 
measure to release the denied feelings one is containing for the family as 
voluntary scapegoat, and how to provide the support, warmth, and 
empathy which will enable them to retain the therapeutic alliance despite 
the fact that one has become, by definition, something they are programmed 
to reject. But the metaphor is not quite satisfactory—the therapist is the 
salmon and has to hope that the patient or family will not see too clearly 
that they only have to throw away the rod to escape. 

All this begins to explain, at least for me, why I felt great anxiety at 
making this forceful intervention with the family concerned, but it still 
does not explain why I anticipated and feared the reaction of my colleagues 
when I described it to them. 

It gradually became clear to me that these feelings I had experienced 
bore some relationship to the structure of my family of origin. In order 
to release the scapegoated child in the case described from her excluded 
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position, or rather to release the whole family from the goilasive —— 
maintain it (a collusion, in my experience, in which the scapegoat 3 s 
tarily shares, a fact to which the Laingians do not seem to € E 
adequately) I had first to enter the family system and to participa "s 
their shared fear that a direct challenge to the mother’s controlling ak 
particularly her maintenance of this scapegoating pattern, would ae 
her sanity. The past history strongly supported a fear of this kind, ap pe 
mother had spent periods of as long as a year in mental hospitals eni 
psychotic depressions and had been regarded as a serious suicidal pn 
I recall very plainly what I felt during the crucial intervention when zd 
voice changed and I began to take control of the situation. At that mon ai 
I decided I was going to drive the mother mad, if that was necessario i 
take responsibility for her and try to see her through it. In fact, she ioi 
not go mad, and indeed the severe depressions did not recur at least v at 
quite a long follow-up period. Instead, it quickly became apparent " 
she was locked into her depressed role by her fears of loss of attachme 
due to intense unsatisfied infantile needs. She defended hersclf again 
these by avoiding any form of dependency and maintaining the domin? f 
position, but thereby deprived herself of what she needed. My disrupt” 
of the system led to a general recognition of this situation and an ab! pis 
on the part of the mother to let the family repair her deprivation; af 
nurturing coming particularly, it is interesting to note, from the forn 
scapegoat. l 2i 
Before I took hold of thesystem in an active way which combined co? 2 
and support this rearrangement had not been possible. Father, Nia 
needy and deprived, was unable on his own to reverse the hierarchy à 
wife had established, and the two acting collusively blocked the child 


from playing a nurturing role to both even though they were old enou 
by then to do so. 


It then gradually became apparent to me how similar this situation " " 
to that in my family of origin: My mother, who had lost her own moth 
at the age of four and subsequently defended herself against her D 
unmet needs by mothering everyone else; my father who, nee“ y 
mothering too much himself, colluded with this pattern and never rey 
challenged it; my siblings and I, taking on the dependent, in am i 
projections to preserve them both, yet always resenting and rebell", 
against it. I saw that the family interview described had provoke ae 
anxicty partly because I had challenged the collusive defensive patt y 
of my own family, no doubt re-evoking early anxieties that my "pP 
parents would turn into helpless children, or even go mad (which is Tol 
I think madness meant in my family) if they had to face the truth ab 
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themselves. Those of you who have read my book on the family will see, 
if you did not guess already, why it contains certain kinds of emphasis. 

However, the apprehension I felt on presenting this particular case, 
and others similar to it, to professional audiences still did not seem 
sufficiently explained. At the same time, an increasing interest in the 
family dynamics of other mental health professionals, which I was obliged 
to study through my work in training group analysts and family therapists, 
led me to suspect that this family pattern might not be as personal to me 
as I first thought. The most convincing demonstration came in the course 
of the first "T'avistock/Ackerman Family Therapy Conference in London. 
Various members of the Conference, including myself, portrayed their 
families of origin through descriptions or through the physical technique 
of ‘family sculpting’, some of them publicly on stage. Over and over 
again, a pattern emerged similar to the family I described in the 1969 
paper, and similar to my own. 

This has brought with it the marvellous realization that, instead of 
having a secret and shameful family pathology from which I must escape, 
or which I must at least conceal (even if I suspect that other people have 
different but equally shameful and secret pathologies) there is actually 
only one family, the Auman family, showing different patterns because 
certain inputs or developmental challenges have been lacking and where 
we can all help each other to recognize and supply those missing 
experiences, in our professional family, if only we can acknowledge them. 

Perhaps this changed perspective about our relationship to our families 
of origin has something to do with a fundamental difference I have noticed 
between the colleagues I work with who have mainly been trained 
through psychoanalytic techniques alone, and those who have worked 
with families or undergone family therapy training. The family therapists 
seem more able to make constructive use of the disturbed earlier relation- 
ships in their families, and feel at ease at revealing these to colleagues. 
By contrast, despite real collaboration and friendship I know little more 
now than I did twenty years ago about the early history or the families of 
origin of those colleagues whose main therapeutic experience has been 
the individual psychoanalytic training, despite the fact that I have 
encountered them daily for up to twenty years. I have begun to wonder 
whether their therapy has been more of an escape from their early family 
history, rather than an attempt to understand, accept, be reconciled and 
find a new place within it. . 

This new perspective on one's family of origin brought into a different 
focus and relationship some observations about which I had become more 
and more certain during twenty years of experience of working with therapy 
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and training groups containing almost every discipline cat ais pem 
professionals. Each discipline, as I have pointed out e e des 
scemed attracted to their work, and to be potentially especially se : oa 
by the fact that they had shared a similar developmental Mood. hs: 
clients or patients their agency served, or for which their woke ra Fe 
of therapy was most appropriate. I now began to see the tiens inr 
individual to group, and from group-analytic to conjoint dede c i 
therapy, which I had undergone myself, as perhaps understand 
these devciopmental terms. f me ie aoe 

I had noticed that psychoanalysts attending our group or ort iuc 
had a strong inclination towards intimate, exclusive, beh M nmi 
ships, finding any threesome, let alone a group, contrary pua vi nh 
comfortable mode of functioning. The behaviourists also did i most 
groups easy, but they were very different. While the analysts Pod it 
comfortable with a passive, accepting, understanding role, and we Her 
ease in silence (though less able to confront, to challenge, or to me 
the behaviourists were intensely uncomfortable with passivity, pit 
and silence, finding their particular skills more in activity, teac pe 
training, controlling, judging, valuing and generally hastening Ot 
towards mature socialization, 

The analysts therefore showed 
maternal identification, the beh 
fication. But the 


characteristics suggesting a sm 
aviourists a corresponding paternal ic i 5 
cach group showed at learning idet 
ested a predominantly paternal or maternal identifica : 


alys 
acable hostility of behaviourists or anal} al 
towards each o more than hostility (since hate impie. 
least some kind of rclationship) the unbelievable inability of each £^: 
to hear what the Other was saying, even to recognize them as existing d 
the World at all. V families Suggested that such one iyo 
avioural methods might be explained " 
ply E ntifi € parent ina marriage which was no t E of 
union, in which indeed the budding therapist has been a substitute 
one of the marital partners, 


possibility, the fact 


ugh 
that family t rapists had bro’? 
together behaviour. ME e 


y 
concepts, and also tended tO So 
PPosite sex, became understandable, even one cr 
“rapist one surely has to bring one’s parental iden. on 
tions together, to have both Possibilities available. Put most simpl? ve if 
has to let one’s parents be 4 couple, to accept, perhaps, that they pe ao! 
fact always been a —to let them have intercourse. Analys’ 
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behaviourism, like men and women, can be bitter adversaries; they can 
also unite to form something new and richer than either. One and one 
can make three or more, rather than two. 

Seen in this way, the fact that each mode of psychotherapy existed for 
quite a long period before the next one appeared, and the great difficulty 
We all experience at the transition points where we have to move from one 
to another, began to be understandable in a rather exciting way. It held 
the promise that we might structure our training programmes deliberately 
in a way that would systematically help people through the challenges or 
transitions presented, in the same way that the family helps its children 
from dependency to autonomy and self-control, then to peer group 
participation and finally to sexual involvement, coupling and marriage. 

It now also became obvious why I had personally found such difficulty 
in moving from the passive, analytic, one-to-one mode to a group, which 
already confronts one with issues of authority, control and challenge absent 
in the former—the need for some measure of involvement in terms of the 
traditional paternal stereotype as well as that of the maternal one. I also 
sce why I over-reacted at first, taking the father's side against the mother 
(a fault often criticized by others) before I realized this error and recognized 
that the main issue was one of sharing, of bringing these two aspects 
together in oneself, and bringing the two parents together in a true 
partnership—before I could move to think in terms of couples. 

The family and marital trainings I was setting up at the Institute of 
Group Analysis, which later came together as the Institute of Family 
Therapy, therefore came to be built explicitly on these principles. I have 
suggested (Skynner, 1976) how the simple three-stage pattern seems to 
run through so many developmental processes, mother, father, couple; 


nurturance, control, sharing; passive absorption, argument, dialogue or 
though I did not fully 


group discussion; attachment, hatred, love 
understand the implications at the time I wrote it. 

Of course, I realize that I am not really saying anything that has not 
been said before. Many psychoanalysts, and family therapists coming 
from a psychoanalytic tradition, have helped us to understand these 
events in terms of transference/counter-transference, and more generally 
in terms of projective systems and the effect of projective identification on 
its recipient. Jung (1946) in particular, has spoken very clearly about the 
possibility of the analyst taking the patient's illness into himself, working 
Upon it and returning it after some measure of constructive change. 
Recently Fordham (1969) has explored this issue in greater detail. I have 
already acknowledged the similarity of the type of intervention I am 
describing to the individual "Therapeutic Consultations’ with children, 
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" » 
described by Winnicott (1971) and to the cases described in a 
(1963) research into the effects of psychotherapy where striking rae 
followed upon one session. If my own experience has done something : 
take our understanding of the process by which such changes occur 4 
little further, I will be fully satisfied. E 
What I have not described, though it is suggested in much that L have 
written in my book on family therapy (Skynner, 1976), are the i 
which may make it possible for a therapist to enter the projective ae 
generated by the actual or internalized family. But an absolutely pap 
mental requirement seems to be a sense of trust in one’s identity, 1n e i 
most fundamental sense, such that one can abandon one’s more superho 
sources of security, particularly one’s professional identity and aic 
knowledge. One must be able to cut all one's anchors, cast oneself adri i 
ride the storm. While writing this lecture, I have come across a beautifu 
expression of this, in a paper by Groesbeck and Taylor (1977). In it they 
quote the ritual song of a Pacific North West Indian Shaman, shamanis™ 
representing the oldest known form of psychic healing. It runs: 


‘I know thee. My name is Tom. I want to find thy sickness. I kno’ 
thy sickness. I will take thy sickness. My name is Tom. I am a strong 
doctor. If I take thy sickness, thou wilt sce thy sickness. My name ! 
Tom. I don’t lie. My name is Tom. I don't talk shit. I am a docto" 
Many days I haven't caten. Ten days maybe I haven't eaten. I il 
ave my tools with me. I don’t have my sack with me. My name is Ton” 
I will take thy sickness now and thou will see it’. 


Postscript 


This lecture was 


s š va 
j prepared just before my wife and I departed for No 1 
Scotia, where we 


* b 5 
Were to give two workshops for mental health profe 


Sectio 
he Psychotherapy Se d 
atrists immediately on our return. Dut? 


DT r : . . m e 
S given here. The interview itself was VIC" e 


by many professionals in Britain as We 
Canada. 
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The family comprised four children between the ages of 11 and three, 
two adopted and two ‘natural’, together with the parents who both 
attended. ‘The mother, who appeared a pleasant, effective and competent 
person, did most of the talking and described the problem; stealing in the 
second eldest—one of the natural children. The father was courteous and 
co-operative, but had little to say; indeed, there seemed little opportunity 
for him to add anything to his wife's very effective account. 

My wife, Prudence, who shared the co-therapy task with me, conducted 
her part of the interview with striking confidence and effectiveness, which 
I greatly admired. I found it difficult to think of anything to add, and 
found myself playing with the baby, whose sex I kept mistaking, and 
receiving presents of pictures from the other children where I repeatedly 
became confused as to which were the natural children, and which were 
adopted. 

After about twenty minutes of this, I commented that there seemed to 
be no place for me in the interview because my wife was being so effective, 
and I related this to the difficulty the father seemed to be experiencing 
in contributing when his wife was so competent. The father identified 
with this comment, and obviously felt supported; although he had been 
somewhat resistant in earlier interviews at the clinic, it was reported later 
that he had left the session ‘walking on air’. 

My wife commented on the feeling of deprivation in the family, saying 
that her impulse was to pick the referred patient up and cuddle her. I said 
that I had felt a similar feeling towards the mother, as if her competent 
exterior covered strong needs for support and affection that she could not 
reveal to her husband for fear of disappointment. ‘The mother confirmed 
that this was true, and was able to reveal that she had resembled the 
referred patient as a child. 

The interview seemed to be effective in opening up dynamic patterns 
which had not previously been apparent to the professionals dealing with 
the case. But the interest in the present context lies in the way in which 
my wife and I quickly began to mirror the family dynamics in our co- 
therapy relationship. My ability to sustain an excluded, incompetent role 
(which extended even to letting the interview overrun the videotape, a 
mistake I had never made before) and my wife’s ability to be over- 

hich gave the 


and exclude me, provided the vital information w 


competent 
ached the mother’s 


key to the underlying parental dynamics. This quickly re ; 
feelings of deprivation, and enabled me to support the father in perhaps 
the only way possible without diminishing him. . m 

Following the interview, my wife was quite withdrawn and depresse , 
d well into the next day. I am usually intolerant 


and this mood continue 
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and attacking when this occurs, feeling that she has Tom qoem 
when I most need her support, but the family interview had E y ie 
new understanding of our own relationship, which changed my sh A andl 
and enabled me to perceive her need for mc to be supportive and up :* 
This enabled her, in turn, to go through the depression and pues 
constructively, a feeling of inadequacy which underlay it. Later ia ibi 
visit, when she had recovered and I was beginning to ics a 
anxiety I always feel as endings and departures approach, Iw gm de 
reveal this to her more easily and her ability to know this and SEP ie 
company in it, rather than to withdraw or to support me, was a g 

C ^ri B r 
E cpm which put us both in touch more deeply with carly 
deprivation experiences, demonstrates unusually cle 
of the therapists’ emotions to those of the fa 
most effective point of intervention therapeu 
therapists’ to gain better understa 
problems. 


arly how the vent 
mily not only provides e 
tically, but often enables "€ 
nding and resolution of their person 
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Honesty is the best policy 
Brian Cade* and Pamela Southgatet 


This short paper will describe the brief treatment (cf. Weakland et al., 
1974) of a chronically depressed and ‘inadequate’ woman through the 
deliberate use of pessimism on the part of the therapist. 

The woman, 29 years of age, lived with her seven-year-old son, Trevor, 
in poor standard private rented housing some miles outside of Cardiff, 
South Wales. She had been divorced some years previously and there had 
been a Divorce Court Custody Order made in respect of Trevor. A 
succession of supervising officers had described her as ‘emotionally weak’ 
and ‘unstable’. 

Three months before her referral to the Family Institute, the woman, 
Nancy, had been placed on probation for breaking into her gas meter. 
Her probation officer saw her as impulsive, and inconsistent in her handling 
of Trevor who was described by his school as both ‘backward’ and 
‘emotionally disturbed’. The probation officer was able to make a close 
relationship with Nancy and Trevor, but felt that there was little point in 
iding more of the same supportive casework that had failed to produce 
change in the past. She therefore referred them to the Family Institute. 
The case was handled by a trainee from the agency, at that time on a 
placement as part of the practical component of her social work qualifying 
course. Because of the family’s financial situation, therapy had to take 
place in the home. Supervision was through a trainee group led by a 
staff member from the agency, using tape recordings of the therapy 
sessions as the basis of the discussions. 

Discussing the case following the first session, the therapist described 
Nancy as looking older than her years; grossly overweight, her clothes 
ill-fitting and shabby, her hair dirty and unkempt, her manner shy and 
wary. ‘Trevor was described as shy, affecting a lack of interest in the 
sessions, and somewhat difficult to understand when he did speak. 

‘The house was in a poor state of repair with no bathroom and only three 
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rooms fit for use. These were poorly kept, full of rubbish, the wall: 
Ne dee nee a bad mother and talked of d 
Wes es beat "Trevor in a way that worried hers ined ana often 
though he was quite ‘naughty’, his mother was pei ag opté 
than he was naughty. Nancy talked about the — "e inae itt 
her parents. There had been little contact Bafwcen € disapproved 
having run away at the age of 17 to marry a man tliey ees us Eis weit 
of. She saw herself as totally isolated, depressed and e : E vase 
frightened by the lack of control she had over her life ^ i yo aded 
handling of Trevor. At the end of the first session the oe ith iiie 
contract for five more sessions, the maximum she could o a sini 

general goals of trying to improve the rclationships beien ^ suh 

her parents and between Nancy and Trevor. She left Nancy the 

doing some school work with Trevor in 


; sente 
an exercise book to be presen 
at the next session. 


ly that to encourage this family t 
s ip would be unlikely to in 
y of treatment was taken into — € 
Suggested that the therapist become far more pessimistic than the pm che 
She should Tespond to every negative and self-critical statement let 
Woman with agreement or with an even more negative or critical staten pe 
The woman was to be continually restrained from risking change ae 
Way. It was important that all this be done in a spirit of benevolent con hef 
about her welfare, It was also Suggested that the therapist wear 
Smartest and sexiest clothes when visiting. 

1 35 unsure of her abi 
as it was against all that her pre 
therapy. Within the supervision group she w 
through simulations, the va 
The supervisor jokingly Promised dire punis 
one positive statement from her on 


Next session might proces it 
hments if he was to Meer aji 
the tape recording of the next get 
sion, the probation officer agreed 10 cs d 
her involvement but still to remain in Contact with the family ; it was ass . 
how the sessions Were going to be tough and Nancy Would need her suPI 


The therapy 


at 

ha 
. ; , n . r ant t 
During the following Session, Nancy was told that it was importan ov? 
she remain in contact with the Probation officer as she was, by her 


admission, too ina € and unsupported, 
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The therapist began to reinforce the lists of negative or critical 
statements Nancy continually made about herself, by cither agreeing or 
by suggesting that she was holding some things back. When Nancy 
described the house as untidy, the therapist would agree but suggest that 
she had become used to it and thus unaware of how bad it really was. 
If Nancy described herself as fat, the therapist would call her ‘gross’. 
Therapy was defined as helping Nancy come to terms with a hopeless 
future. When Nancy began to express some anger towards the therapist, 
she was informed that, whereas others may try to give her false reassurance, 
she could depend on the therapist to be completely honest with her at 
all times. 

‘Towards the end of the session, Nancy was beginning to talk about 
washing walls and about possibly re-decorating the house. The therapist 
expressed polite interest, but non-verbally showed how pessimistic she 
was that this could be achieved. 

At the beginning of the next session, the therapist noticed that the 
house was far more clean and tidy, the walls had been washed, there was 
a new tablecloth, and some new ashtrays. Nancy looked bright and cheerful 
and had washed her hair and her clothes. She had contacted her mother 
and felt that there was some improvement in that relationship. During 
the previous supervision session it had been predicted by the supervisor 
that there would be some changes, and the therapist had been warned to 
ignore these and to continue to express pessimism about the woman’s 
ability to change. Nancy began to get very angry at the therapist and 
finally called her a ‘cow’, and told her that she saw no way in which this 
kind of therapy could help her. The therapist agreed and reminded her 
that she had warned her not to expect too much from therapy, but suggested 
another session in which the situation could be reviewed. 

In the next supervision group, the therapist expressed many fears and 
doubts about the continuation of this approach. She was given consider- 
able support and encouragement and reminded how previous approaches 
had failed. - 

During the next session, Trevor proudly showed the therapist his 
school books. The standard of his work was improving. Nancy talked 
about having been invited out to a dance and to a Christmas p 
However, she said she preferred to stay at home. The therapist agree 
with the wisdom of this, and talked about Nancy's size and the fears she 
must have that people would probably start laughing at her behind vied iw 

When strongly advised against risking the shame of going out socially, 


and being stared at, Nancy became quite angry and called the therapist 


‘bitchy’. 
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Towards the end of this session, Nancy talked of an improved R 
ship with Trevor and of having regular meetings with her ae 5 
talked of perhaps making a trip into Cardiff (the first for some y ioe a 
buy a dress for the Christmas party, in case she decided to go. She a : 
became angry at the therapist's warnings against this and niet 
shock her by going out before the next session. The therapist non-v ^ si 
conveyed her pessimism about this, expressing concern that Nancy sho 
not take on more than she was able to cope with. js 

At the next session, the penultimate, Nancy greeted the eget 
Wearing a new and attractive dress; one that both fitted and suited 


treating herself to a film next tim 
with her workmates to the fir 
enquiries at her local church to 


: à : 4! 
for her to become involved in some youth work. 'l'he therapist foung | 


> : CRF M iast 
extremely difficult to remain pessimistic in the face of such enthusia! 
reports of change. However 


probably a false ‘honeymoon’ 
In the final session, Nancy 
about her future and had rece 


B * B * 

2 more realistic way’. E 
Phe ding it casy, denied responsibility htl 
maintained her cautio i attitude though in a she al 

; 


" n er 
at it would be wise not to OY 
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The follow-ups 


Some three months after therapy ended, the supervisor met with the 
probation officer and learned that Nancy had been dieting, had lost 
weight and was continuing to take good care of her appearance. She was 
Negotiating on her own behalf with the local authority for a council flat. 
‘Trevor was apparently still doing well at school. Nancy had also begun 
to attend a local ‘solo’ club for single parents. 

Six months after therapy ended the agency undertook a more formal 
follow-up visit. The researcher’s written report of the visit was as 
follows: 


The follow-up interview explored three main areas—Nancy’s relation- 
ship with Trevor (original presenting problem), her progress since the 
treatment programme was completed and her view of the value of the 
treatment programme. 

The interview took place at Nancy’s new flat (which she had moved 
into the week before)—the flat was almost bare of furniture, but Nancy 
was very cheerful and reported her various efforts to organize furniture, 
etc. for it. Her attitude towards the therapy provided by the agency was 
very clear—it was effective and had shaken her out of the deep rut she 
had been living in. The therapy had, in fact, enabled her to get herself 
together to negotiate for a move into the new flat. Her relationship with 
‘Trevor was much better and she was able to get out more, visiting 
friends and helping one day each week to give horse rides to a group of 
spastic children. Since the therapy, Nancy had been made redundant 
at work, but she was expecting to be taken on again in a few months 
and was planning to get back to nursing when Trevor started going to 
Junior school the following year. 

Her attitude towards the therapist was very positive. She would 
recommend such therapy to anyone who was feeling as depressed and 
hopeless as she had felt before therapy began. She was particularly 
struck with the therapist's ability to give her a frank opinion and to 
refuse to give sympathy. ‘When you feel like I used to feel, sympathy 
and support is no good for you, it only makes you feel worse. What you 
need is someone to be honest with you . . . (a slight pause) .. - and by 


God, was Pam honest!!' 
Fourteen months after the end of the therapy, a conversation with the 


probation officer confirmed that Nancy was still doing well. The probation 
order had been discharged one year carly because of her increasing 
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3 z > n weight ar 
independence S ) ed to lose we 1g 
i She had co ntinucc B 
P and ability to cope. f i ; i à i: 

now had a steady boy fried She was still in frequer t cor tact zs h 

B eai . : dia 
i T d her father seemed to show more understandir g towar 
mother, an g 


her. 


Discussion 


m 2 ne of th 
Family Institute. at that time was pen er Sra sun cf behaviow 
uds, 199. Mi en eum d ae €i 
(Cade, 1979; Haley, E 7 E Por metis any level of functio i 
attempts made to solve problems, and à lis soconslintal or DE 
from the individual, dyadic or family up to the s I l 
ional, ee : two leves 
N^ a family or individual seck help there will mien ena 
of message present. The first will express, either directly or E f messag 
The second level o int i? 
h the words, ‘but you just try’. At any po 
therapy either one of these messages may be the more ipe noret 
With many families or individuals the latter message is muc der th? 
evidence, the therapist’s help seemingly having been sought in : whe? 
i € ineffective, This will often be the d such 
€ failed to help produce change. Of ae a the 
attempts to thwart the therapist are not conscious or pape wi 
Part of the family or individual (however much it may seem | 
at times), , sea t 
however much Nancy was genuinely looking " al 
helping professions for help, she nevertheless continued to ke 
attempts to help her, The more the previous workers had sought, vani 
Supportive casework relationship, to help her towards a better self oy the 
and greater autonomy, the more she stayed the same. Ro y 
historical causes of Nancy's depression and inability to function adequ: ji 
at, at the time or referra] 


It scemed that, 


it seemed obvious th » She had become pets f 
à repetitive sequence within 4. the supportive help she was Se te 4 
seemed to serye mainly r as in need of further suppor ne * 
Fortunately, the probation officer who became involved following 2v ; 
offence, was able to recognize this - € referral. 


and make th T^ 
n of interventions can best be representec 


oF D ee D. 
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the more the more 
the therapist supported, Nancy remained depressed, 
encouraged, sought to boost of low self-esteem, failed 
self-esteem and increase to cope, remained 
coping ability pessimistic 


During the supervision session following the initial interview, it was felt 
that Nancy’s behaviours had become a way of life, a way of dealing with 
her world; had become, as it were, ‘the devil she knew’, with change being 
‘the devil she did not know’. It was agreed that, to do more of the same 
that had been attempted before, was pointless. As her behaviours had 
seemed to have become Nancy’s way of dealing with her relationships 
with the outside world, the group asked the question—what would happen 
if the therapist (a representative and symbol of that outside world) began 
to express more pessimism than her and recommended a continuation of, 
or increase of, those behaviours, though within a framework of benevolent 
concern? 


the more the more 
> —— 


"u 


the therapist expressed 
pessimism, advised against 
change, hinted that Nancy 
might be concealing the 
worst from herself 


Defined as a helper, the therapist requested exactly that behaviour 
which she was there to change. The results of the paradox* thus posed 
have been made obvious in the main body of this paper. Where a pattern 
of ‘thwarting’ a therapist’s attempt to help has become set, an unresolvable 
dilemma is presented when the therapist requests the very behaviours 
that are normally used to thwart therapists. To carry on thwarting the 
therapist it is necessary to change and, of course, those directions which 
the therapist has expressed the most caution about are likely to become 
the more attractive. . . 

A most interesting point was that, during the follow-up interview, 
Nancy defined the therapist's ‘honesty’ as having been the most helpful 
feature of therapy, together with the refusal to give sympathy. Her implica- 
tion seemed to be, not that previous therapists had been dishoncst, but that 


* The first therapist to describe the deliberate use of parodox was Frankl 


(1973), Within the field of family therapy, Haley (1963, 1973) has consistently 


advocated the place of paradoxical techniques. 
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she felt herself 

their attempts to help her see that she was worth snc beet s en " 
to be worth, could not be accepted by her, and were Sas 

is sty. ds T rapist to 
e always easy for the more ‘traditionally iig RE d 
move from a ‘straight and honest’ approach to therapy m pres change: 
deliberate use of paradoxical dilemmas is usg d to bring k sawed "s 
Colleagues are likely to sce the approach as ‘dishonest’, ‘uncaring 
Ga re. ; < abaut 
E above case the therapist expressed considerable ena 
her ability to act in a way that seemed diametrically opposed to E we hae 
and to her understanding of what was therapeutic. d to believe 
diagnostically rather than operationally, she had also becn trainec ann” 
that an open display of caring and concern was the conditio oe you 
of therapy, far more important, it seems, than caring about whe 
helped people change or not. 

Vitai to the success of this case was the 
the therapist received from her supervis 
sessions was the process of th 
understanding of the wom 
Through simulations the 
behaviours and to practice 
when a colleague, 
remaining in 
continued ex 
concern, s zd 

Where the use of Such a stratcgy is successful, with hindsight a " 
seems very simple. It is important here to point out that finding the J of 
Strategy is a difficult art and that the success of such strategics is p 

ased on considerable Preparatory groundwork and sustained by fur art 
supportive work. Readers to whom the ideas presented in this pape? hy: 
new and who wish to follow. them through are referred to the bibliograP "f 


A number of works are listed covering the development of the A h 
paradoxical techniques over a number of years and viewed thro 
different theoretical frameworks, 


t 
constant suggestions and supp 
ion sessions. The focus of hav 
erapy rather than the secking of a n 
an's problems or of the therapist's peat 
therapist was able to focus on dpa ap 

using them. An important step for bon i 
simulating the woman's role, expressed her difficu zi 
a depressed and pessimistic role in the face of the therap? 


of 
: Amps SONS > „vole 
pressions of pessimism within a framework of bene 
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Childhood asthma: family therapy as an adjunct 
to routine management 


Bryan Lask and Marilyn Kirk* 


A controlled trial of the effectiveness of family therapy for asthmatic 
children has been completed, and the results indicate that family 
therapy may have a part to play in the management of asthma. Our 
observations have shown that an interaction of psychosocial factors 
can have a significant effect on the course of the asthma by setting up 
a circular system which may ultimately lead to clinically intractable 
asthma, as well as intense emotional distress. Treatment is based on an 
understanding of the interactional model with the aim of interrupting 
the progressive sequence of events. A family approach is indicated 
when (1) emotional factors seem to be playing a significant part; 
(2) the asthmatic child is manifesting behaviour problems; (3) there 
is evidence of family psychopathology or (4) the asthma is not being 
reasonably well controlled with conventional methods of management. 


I Paper we are concerned with the families of asthmatic children, 
and we examine iib cflect the asthma has on the family and the effect 
the family has on the asthma. We also discuss techniques of intervention 
such families, Certain assumptions are implicit: 

a diffuse obstructive disease of n 
h degree of reversibility with appropriate 


i airways 
(1) Asthma is primarily y 
characterized by a_higl oe 
therapy (Vaughan and McKay, 1975). 
(2) Although asthmatic children may present certat Lore] MPH 
(e.g. timidity, lack of self-assertion, sensitivity, iiu" ee 
there is no specific personality structure wii eR DE 
(Dubo, McLean, Ching, Wright, cde an AS A i 
Graham, Rutter, Yule and Pless, 1967; K n E es eee 
Marley, 1967; Linford-Rees, 1976; Mason, 177 ) 
(Fitzelle, 1959). 
* H m 
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Great Ormond Street, London WCIN 3JH. = 
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n personality traits 
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. orion and 

(3) Emotional factors play an important part in the ee 
maintenance of the illness in childhood (Fitzelle, 19595 ; 1958; 
and Silverman, 1973; Graham and Rutter, 1970; Tongi t - 1975; 
MeNicol, Williams, Allan and McAndrew. 1973; Pilling, 1957. 
Pinkerton, 1967; Purcell, 1963; Purcell et al., 1969; Tuft, 195 
Williams, 1975). 


É ii d 

Much of the vast amount of literature on the subject of en? 
asthma has tended to concentrate on the child’s intrapsychic ne 
relationship between the child and mother. More recently the asthma 
child’s family has come under the ‘psychiatric microscope . Jd. person 

Apley and McKcith (1968) comment that ‘it is at home wh p s i 
who are most loved (or at timcs hated) that emotional relations al 
Most intense and most likely to produce symptoms’. In his study oi id 
in general practice Lask (1966) has stressed that the course of the E ou 
may be dictated by parental reactions to it, and that ‘treatment "how 
embrace prevailing attitudes and milicu’. Pinkerton (1967) has ee te 
‘the more negative or rejecting parental attitudes to the child’s pr 
be correlated. with the severe end of the physiological spectrum, "chi 
the steroid-dependent cases arc located’. More rece ntly Liebman, Minu si 
and Baker (1974) have postulated a family model in which three pep 
conjunction are necessary for the development and maintenance of $€ 
psychosomatic illness in childhood. ‘These are: 


abil! 
(1) the child has a Specific organ dysfunction (in asthma @ lab 
bronchus). yel 
(2) the family tend to have specific characteristics: (a) enmeshm is 
Le. overinvolvement between members; (b) rigidity; (c) 
Protectiveness and (d) lack of conflict resolution. Š 
(3) the sick child plays an im 


vs tendency 

; portant part in the family’s tende apt n 
avoid conflict, and this role is an important source of sy” 
reinforcement. 


Even as far back as 19 
the unit of illness’ co; 
a chronic discase ma 


48, Richardson (1948) in describing ‘the family 
nmented that ‘the doctor who treats the patien a 
y be observing one aspect of a reciprocating SY° 
He urged consideration of the family in all its complexities. de 
Throughout there is a plea for the use of a family approach for vet 
standing the interaction between the illness and the paticnt’s environ si 
Virginia Satir (1964) uses family therapy regardless of the diag” il 
Senn and Solnit (1968) always attempt to modify parental and i if 
patterns of reacting to stress. Minuchin and his colleagues (Mint. 
Daker, Rosman, Liebman and Todd, 1975) describe the 


; Milman 
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successful treatment of severe intractable childhood asthma by the use of 
Structural family therapy. Mattson (1975) having referred to many 
different authors for his statement that the asthmatic child's family should 
be included in any counselling, concludes that whenever significant family 
maladaption complicates the course of the asthma, the paediatrician 
should consider a psychiatric consultation with a view to family psycho- 
therapy as part of the total management. 

Our own experience of the psychiatric aspects of this condition is 
derived mainly from a collaborative study carried out by ourselves and 
the staff of a paediatric unit dealing with children with respiratory illness. 
In a controlled trial of the effectiveness of family therapy, children with 
moderate or severe asthma were randomly aliocated to an experimental 
or control group. Each child was fully assessed during a six-week period 
preceding treatment, and again during a similar period one year later. 
The experimental group received six one-hour sessions of family therapy 
at three weekly intervals in addition to standard medical treatment. The 
control group received medical treatment only. 

The two groups were compared at follow-up on five parameters. There 
Was no significant difference between the two groups on two of the 
parameters, but there was a statistically significant improvement in favour 
of the experimental group, in day-wheezing and on two of the respiratory 
function tests, in comparison with the control group. Full details of the 
study and a discussion of the implications is to be published elsewhere 
(Lask and Matthew, 1979). It would appear that family therapy is a 
uscful adjunct to the standard medical management of childhood asthma. 

In this paper we wish to describe in detail the themcs elicited during 
the course of therapy, and the therapeutic techniques utilized. The 
themes outlined occur frequently, but none are universal to all families. 
A more detailed discussion of the theoretical aspects of these themes, and 
4 critical review of psychological theories of asthma may be found clse- 


Where (Lask, 1978). 


Themes observed during the course of therapy 


(1) Differing attitudes to the asthma 
Each family member will have his or her own particular response to the 
asthma which may be one of optimal realistic receptance, or which may 
range across a continuum from extreme overacceptance and over- 
Protectiveness at one end to hostile rejection or denial at the other 
‘Ambivalence may be expressed by fluctuations across the continuum, l 
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The overprotective parent, more frequently the mother, — 
the child, fussing over the slightest symptom, often keeping the c oo 
school, sending him to bed unnecessarily, and never letting him out d 
She will make such statements as ‘I could never leave him alone’, 
‘I'd never forgive myself if anything happened’. 


E. ee " " e Felis 
One mother still insisted on herself washing her 13-ycar-old son, 
‘in case his skin erupted and his asthma worsened . . .'. 


' 3. da 3 nt to tht 
The hostile rejecting parent expresses much angry resentment e d 
asthmatic child, claiming that ‘he put it on’, ‘it’s all in the mind’, 


‘he uses it to get his own Way’. 
Ivor’s family were unable to 
His mother described his 
himself, we'd help him. 
parental anger was such t 
often’. 


stay in therapy, despite his severe ammi 
attitude by saying ‘if he was prepared to is 
He only gets on Cveryone's nerves. d 
hat they refused to continue attending 


E 
The denying parent is so frightened of the asthma that he or she benit 
as if it does not exist or as if it is insignificant, ‘We mustn't show Wt 
worried or it will Bet worse’. ‘We mustn’t give in’. ‘He must fight 
are the common explanations for such reactions. 


r pf 
V a't 
warm and caring parents would say "fight it, do! tice 
silly’ to Lionel (aged nine) when he was having an attack. ‘They not“ y 


" à “ag giv’, 
more frantically the worse the attack. Lionel was 8" 


the reply he would ma* 
said, ‘I just can’t fight it’, 

Guilt is a commonly experienced emotion 
children. Parents often feel guilty 
causing the child’s suffering, or wh 
tion, a parent may feel responsible 
out the doctor's instructions, given the correct medication, or t 
eradicated house-dust or other allergens, 


i 
in the families of astm 
about transmitting the illness, ar ic 
en the asthma persists despite ant 
» fearing that he or she has not C4 


P oll 


A "ul 
Mrs P. went through y of origin labelling those who sullen 
with asthma as imperfect, z € d not as perfect, herse : d 
her three children being i rfect ones. Por Nis S. the ro? mu 
: reinforced by the fact that her “ott 
y burnt in an accident in the house severa 

We have so far described the attitudes in relation to the paren». i l 
these may equally apply to the siblings. Some older siblings may be 
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responsibility for caring for the sick child with subsequent resentment, 
whilst a sibling who shares a bedroom may complain of being kept awake 
by coughing or wheczing. Younger siblings may think that in some 
mysterious or magical way they have caused the asthma with ensuing 
feelings of guilt. Feelings of resentment, anxiety, overconcern and guilt 
are commonplace amongst the siblings of sick children, and even pleasure 
at the suffering is not unknown. 

The asthmatic child himself can manifest a similar range of attitudes. 
At one extreme he is the ‘giving in’ type who at the slightest indication 
may take to his bed and regress to an infantile and demanding state, 
whilst at the opposite extreme is the child who is often admired for his 
refusal to give in, and determination to struggle on despite severely 
impaired respiratory function. He will feel resentful because he can't 
quite keep up with play on the football field or win a sprint race. The 
majority of children with asthma are to be found somewhe 
middle of the continuum whilst some will fluctuate across it 
different aspects at differing times. 


Ww 
“I 


re in the 
» manifesting 


Louise aged eight, succumbed to her asthma attacks by taking to her 
bed but, in contrast to her inability to control these attacks, she relished 
being a member of a gang at school who ruled the roost Over their peers, 

Guilt also plays a part for the sick child in that he 
asthma is a punishment for some misdeed or bad thoughts, or he may 
worry that it will spoil a family outing or keep everyone up at night, 
Adverse family responses to attacks will reinforce such feclings. 


may feel that the 


Derek aged seven, considered his asthma attacks to be a punishment 
for getting angry with his grandmother who picks on him. 


(2) Attitudes to the medical profession 


A similar attitude spectrum to the one described above exists towards the 
medical and allied professions. The majority of families have what may be 
described as an optimal realistic attitude, but some will become over- 
dependent, whilst others will angrily reject us. The overdependent 
families make frequent visits to the surgery or hospital, request home 
Visits inappropriately, and are unable to 
volving the asthmatic child without asking the doctor’s advice. 

S Ps angry rejecting family express resentment at the doctor’s failure 
à he condition, and report that they have not been given an explana- 
Hon or that they have been told ‘it’s all psychological’, ‘it’s all in the mind’, 
9r "he'll grow out of it’. Many such families feel that there is an implic 


make even minor decisions 


ation 
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x itv 
i i i t. An opportunity 
that the asthma is their fault with resulting anger and Es An pi at 
à i i F as a Cc 
therefore to discuss their family mode of coping w ith asthma 
useful forum in which to express a wide range of feclings. 
aise 


(3) Attitude to medication 


siologicil 
The use of medication can have psychological as well as M Mi 
effects. Some parents say that they cannot go anywhere EER 
‘puffer’ or the nebulizer, and the child may show signs of e ai 
dependence. In other families, parents so fear Mida or ee Mut 
that they find it difficult to give the medication regularly ga tent n 
doses. Once again there is a Spectrum of attitudes, and it is ur ther the 
be aware of this for the differing attitudes may well determine w "fective 
medication is used correctly, and even whether it will T af 
Suggestion has been shown to play an important part in the r 


ker an 
attacks (Godfrey and Silverman, 1973; Luparello, Lyons, Bleecker 
McFadden, 1968). 


The M. family came to the 
long-term effects of the or 
hospital, and her asthma 


were withdrawn, and the 
asthma was readily contro] 


the 
hospital with a great deal of fear Da d 
al steroids prescribed for Jean at us f 
remained uncontrolled. When the ste an’ 
family’s confidence had been gained Je 
led without oral steroids. 


(4) Death 


Ir 

t common 

found the fear of death to be the most con d 

experienced emotion in asthmatic families. Whe 


oncerned the fear of q 
mbers. It may be 
ommonly it is hj 


re such a traumatic ^. i 

eath will inevitably be je d 
expressed quite overtly by à [^ fof 
nted at without being spoke! 28 of 
eath of a friend or acquaintan MU 
may manifest a preoccupation il 
» aS expressed by dreams or wishes, may ria I 

the fear of death is almost inva 

present. 


Deborah aged nine, 
and their father h 
deaths in the exten 
an attack. Deborah’ 
manifested by he 


ath 
, asthma of 
other Lionel were both ast o ae 
asthma. There had been pod u n 
‘ionel himself had nearly died diy 
; ith deat? ef, 
able Preoccupation with 2 


. scl 
& raging, death-filled battle 
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curiosity about graveyards, and frequent questions about where her 
father was buried. 


Occasionally, as in the above example, a family may have already lost a 
member through death from asthma. In such families the cause of death is 
usually kept a secret from the child for fear of increasing his anxiety about 
his own illness. Rarely, however, are family secrets completely secret, and 
children usually have some, often confused and patchy, idea of what is 


being kept from them. Inevitably the confusion and secretiveness increase 
the anxiety. 


Deborah's mother and stepfather were seen alone with the therapists to 
discuss the fact that the cause of her father's death—asthma—had been 
kept a secret. The parents were adamant that Deborah and her brother 
should be ‘protected’ from this knowledge. Therapy had to continue 
with this secret being kept from the children, but the parent's airing of 
it enabled them to then adopt a more realistic attitude to the twins' 
asthma. 


Infrequently one meets an asthmatic child who is so distressed and 
handicapped by his illness that he actually wishes he were dead. The 
parents of such children feel despairing and helpless. 


Simon aged five, expressed morbid thoughts quite directly— when 
I'm poorly I wish I was dead'. 


(5) The sich role for the child 


When a child is seriously handicapped by asthma (or any illness) then it is 
to be expected that that child will have a particular role in the family, 
that of the sick member. This may be quite appropriate but in some 
families the role is exaggerated and the family's whole life is orientated 
around the child. ‘The parents may carry out over-elaborate precautions 
Such as dust-evasion, destruction or removal of pets, limitation of exercise, 
and avoidance of excitement, leading to resentment, sadness and guilt. 


Felix, the overwashed 13-year-old mentioned earlier, was thought to 
suffer more when exposed to artificial heating, so his family spent a 
Whole winter without any heating. During a subsequent hospitalization 


his room was gradually heated until it was very warm indeed, but he 
showed no ill effects at all. 


Such children may avoid discipline, be accorded many privileges and 


manipulate their parents by 'threatening' an asthma attack to get their 
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i 
TERES 

A i ray with 4 $ val these children a 
own way. As well as getting away with a great de 


justi i ; marital conflict 
often scapegoated being used as a justification for debts, marital cc eed 
1 1 Pa » Aspe rce e E 
or other sibling's problems. Thus the sick child is at the very centr 
whirlpool of intense emotion. 


(6) The peripheral father 


The peripheral father is familiar in the sense that he is often je per 
by the doctor. He never gocs to the surgery, rarcly visits the hospita a e 
when the doctor visits the child's home, the father will be out at w b “d's 
elsewhere. Such fathers are often resentful of the intrusiveness of the c at 
illness, or may be so upset by having a sick child that they keep pun I 
way. The mother will explain his absence with such comments A " 
never there, he's not interested', *he can't stand it’, or ‘he wouldn t cally 
what to do anyhow’. Consequently the mother often becomes detrimenta 4 
overinvolved, and may even keep the father peripheral. The intensity ‘a 
such a mother-child relationship may be playing a significant part 
maintaining the asthma (Williams, 1975). 


(7) Behaviour, emotional and educational problems 


70 
The Isle of Wight Study (Graham et al., 1967; Graham and Rutter, 197 ) 
revealed that 10.79 6 of asthm 


atic children have some emotional disturbano, 
compared with 6.8% of the general population. Although significantly arte 
of the asthmatic children than of the general population were irrita y 
adaches, wet the bed, or had eating or sleep! in 
of behaviour difficulties was similar to jt 
cal disorders. Amongst the families we have paio 
nal and behavioural problems is about the 54^, 
> Neurotic rather th 


: 0 
there was a tendency for the children we have seen to be rated by the aru 
i ; : ih 
on standardized questionnaires as much less disturbed than by t 
parents. There was a si 


the Isle of W ight Study. 


cr these are secondary t? x y 
e family, or whether the asthma has played p 
an insignificant part in their origin. Whichever is of primary importa’ 6 
there will be an interaction between the two, with the asthma perpetuat g 
emotional problems and the emotional problems aggravating the asth re 

Given the amount of time lost from school by some asthmatic chile ot 
it is hardly surprising that educational difficulties arise. If these a 


illness and its impact on th 
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appropriately handled then the child may develop further asthma attacks 
as a response to the subsequent anxieties or as a way of avoiding them. 


(8) Parental emotional disturbance and marital tension 


There is an incidence of between 26 and 40°, of depression in mothers 
of young children (Richman, 1976). It is not unreasonable to assume 
that this figure could apply to the general population and especially so 
if the mother has a chronically sick child. Should an asthmatic child’s 
mother be depressed, or in any way mentally ill then inevitably this factor 
will contribute to the vicious cycle of events surrounding asthma attacks. 
Marital tensions and conflict are also very common. Such tensions 
may precede the onset of asthma, or may be a consequence of having a 
sick child. Such parents may state that the asthma comes between them, 
or that they have no time for each other, or they may disagree about 
handling. Again there will be an effect on the child. A degree of marital 
conflict was detectable in approximately half the families we have seen. 


The parents of David, aged eight, came to the point of openly admitting 
a longstanding conflict hitherto frozen in silence. Although they did not 
use the therapy session to resolve this, the family’s problems were thus 
refocused, and the possibilities of marriage guidance were briefly 
discussed. 


(9) Emotional problem in the siblings 


In a recent study of emotional disturbance comparing children from the 
Isle of Wight with children in an Inner London Borough (Rutter, Cox, 
Turling, Berger and Yule, 1975) it was found that there was a total 
Prevalence of psychiatric disorder of 12.0? in the former, and 25.4°, in 
the latter. Given these figures it is not surprising that many of the asthmatic 
children’s siblings manifest emotional disturbance. A primary factor for 
these children could be the relatively greater attention their sick sibling 
receives and thcir consequent feelings of neglect. Their expression of 
reactive resentment may take many forms, but as with so many other 


fa " M . ` A r 
does will feed into the family system and have its own effect on the 
asthma, 


(10) Sociopathology 


s 
: 'nkerton (1970) has stated that ‘adverse life circumstances can be shown 
9 be as important in the genesis of clinical intractability as the more 
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interpersonal or intr 
familiar variants of psychopathology based eei oni adem danh. 
‘chic considerations’. Where such factors as broke eke ur 
pua h arents, neglect, or overcrowding, operate then the or 
will spears be preoccupied with such problems. ‘The ap e 
te as likely as other family members to be e kacag ig je aid 
social problems. During the treatment of families an 5 pë dE emet 
occasions proved necessary to focus on the adv erse sec jag 
as well as the role of the asthma and other areas of family ft 


a : ave 
Any of the psychosocial factors outlined in this — bes born 
significant effect on the course of the asthma, by pem pm ed 1 
system involving a progressive sequence of cvents w oy dete, T 
clinically intractable asthma, as weil as intense emotiona ae Maso 
problem has been described by several authors (Mattson, á eration 
1970; Minuchin et aL, 1975; Pinkerton, 1971) using an in 
model, which in modified form may be presented as: 


je. 


—————À4À s 
$ , acceptance? 
personality; .... CHILD'S + EXTERNAL + FAMILY — u.s ejection’ 
suggestibility; INTRAPSYCHIC STRESS REACTION verprotect 
conflicts; STATE T Genial; goi 
attitudes to emotion; anger, etc. 
illness and family allergen; 
infection; 
exercise 
1 
A S T 
VULNERABLE CHILD WITH 
LABILE BRONCHUS 
MEDIATING © 4. autonomic 
MECHANISMS nervous system; 
limbic hypo- 
thalmic pathway; 
| endocrine system 

asta Ca Ta pi 

Recognizing and resolving the tension, 


d 
" à ild an 
S within the asthmatic child 


|l 
: ch 
family thus becor aspect of the management of the 


mes an important 


Treatment— a family approach 


0 
andinb y 
The treatment mod € been using is based on an understan 4 
the way in which the i i scribed above applies 
family in therapy. derived into three stages. 
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(1) Family diagnostic procedure and formulation. 
(2) The making of a contract. 
(3) Implementation of contract. 


The family diagnostic procedure consists of meeting the whole family, 
and exploring all aspects of the way the family functions. Initially we have 
to ‘sell ourselves’ to the family, explaining the purpose of the meeting 
and helping the members to overcome their initial discomfort and doubt. 
The families we see have not always asked for psychiatric help, and may 
not understand its relevance. We have to understand the roles and attitudes 
of each individual and their relationships with each other; we observe the 
alliances formed, the quality of the marriage and parental sub-system, 
the communication patterns, the degree of overinvolvement, or isolation, 
of individuals, and the ways in which feeling is expressed. 

Particular attention is paid towards each individual's attitudes to the 
asthma, and his or her perception of precipitating events; we explore how 
the family reacts to attacks and what tensions exist around the illness. 
We do not believe that the asthma arises as a symbolic expression of 
Specific conflict but its very existence has powerful effects on the family 
and such effects need to be understood. This is important in view of the 
fact that the families we see have not necessarily asked for psychiatric 
help, and it is essential therefore to give weight and time to consideration 
of the asthma and its management. This allows a more profitable and 
constructive focus and facilitates the families’ understanding of the thera- 
peutic aims. In some instances, this technique has maintained a family in 
therapy despite other serious problems in the family or within an individual 
member which might otherwise have led to a withdrawal from therapy. 


The father of Ivor aged eleven, was an aggressive paranoid man who 
tyranically ruled the family. The therapists’ attempt to explore the 
family reaction to this resulted in the father withdrawing the family 
from treatment. Derek aged seven, had a similar father, but ignoring 
this feature and focusing on the effect and management of the asthma, 
maintained the family in treatment, and le 


d to a reduction in frequency 
of attacks, 


At the end of the assessment session we formul 
the family dynamics which will include th 
Specific foci which we feel are of 
Concentr. 


ate an understanding of 
e role of the asthma. We elicit 
particular importance, and which need to be 
ated upon, for in short-term therapy it is not possible to deal with 
“very aspect of family functioning. Such a focus may be the fear of death, 
the tendency to overprotect or reject the sick child, the deni 


al of any real 
Problem despite obvious anxicties, the manipulations by the sick child 
, 
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i i ay be necessary to focus | 
r any of the other themes outlined earlier. It may be necessary 
or any 
on more than one theme. 


family to 
involves 77 ‘act with the family 
The 2nd stage of treatment involves making a contract w she al pci n 
meet as a family with the two therapists at regular intervals i dien 
hourly sessions. As far as possible we share with the family our 


PEE v ) work | 
standing of thcir problem and we then try to reach an agreement tc 
on the specific foci. 


"hilst 
The 3rd stage of treatment is the implementation of the contract. bo | 
concentrating on the specific foci selected we do not hesitate to Sh 
questions relating to practical aspects of management (in iiie sin end 
the paediatrician on the project) but at the same time we may exp m let | 
lics bchind the question. For example, a family may ask whether - pun 
their asthmatic child go swimming when well, having been told M s | 
paediatrician that this is safe. We would back up the paediatrici? íi 
answer but also try to understand why they find it difficult to ES 
This may reveal an underlying lack of faith in medical advice or perhap 
an unduly overprotective parent. 
p w - feelings 
We tend to encourage open expression of anxieties and all other fec the 
whether covert or overt, c.g. hostility, 2 p and 
premise that unexpressed concealed feelings can be confusing ll a 
frightening. Our motto is—‘it’s okay to have feelings’. We cent n 
More realistic attitude to illness, whether this be allowing more apum 
and moving away from the sick role, or acknowledging the child’s nily 
and suffering. What we do is to give permission to do things the a : 
map be afraid of doing, e.g. to discipline, to allow freedom to the * 
child, to be sympathetic, to comfort, to share their distress. 
We were im 


: sy, 0 
resentment, fear, jealousy, 


als? 
; TES 
armth and coping, b! ced 


À perience” | 
and anxiety thay had exper a 0 
: ly expressing this, we enabled the che 
acknowledge this a i i 


l 0l aal 
Sometimes it is ne i € the peripheral parent (us 
may represent an over- 
Mother and Child which excludes F 
is to instruct the father to spend a c 
the sick child. The setting of such t 
child will not need to have an asthm 


close relationship av us? 
ather. One technique we mig th 
ertain amount of time cach p^ i i 
asks serves a dual purpose in bese an 

a attack to gain Father's attenti 
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e Mother-Child relationship to the exclusion 


the system of an overly clos 
a healthier form. 


of Father i : 
Father is re-structured in 
ncouraged to share the care of Peter, aged 
lf-esteem under this advice and was 


had been very dependent upon 


Mr S ; 
^w S., a sensible man, was € 
ve E à 
a during attacks. He grew 1n 3e 
able e E aa : 
" ¢ to support his wife who previously 
ler own parents. i 
ta family tree (geneogram) 


together to construc 
e which the family may 


a particular them 
ng or expressing. 
male member of the 


T RR M : r {fered from a mental illness, and that 
wien a strong family history of asthma. Seeing this graphically 
been skr helped Mother recognize how overidentified she had 
fae ne with, and protective of Judy (aged nine). She became able 
a xpress her feelings of guilt about the possibility of transmission of 
nental illness and asthma, T€ herself from a guilt-laden enmesh- 


ment wi sage 

nent with Judy and thus allow her her own identity. 

h family crises as they arise during the 

family react to such a crisis is often 
ing a family through a 


acks. Helping 
help them modify 


e the family to work 
a help to draw attention to 
erwise have had difficulty recognizi 


family showed that each fe 


A ge 
geneogram of Judy’s 
had su 


Drececdi ^ 
preceding three generations 


move 


There . 
en may be a need to deal wit 
indi Se of therapy. The way the 

cative of how they handle asthma att: 


different ways of coping can 


mother was suspected of 
s defensive structure Was 


The H. family came at 2 
of Dean dying from 


Waina a ‘serious heart 
his s as that employe i 
s asthma, following the experience 7. 
s reis of the extende ily. In opening 
"unii. and each family member 
€ reality of current events. 
attention to siblings’ problems and c d 
essary We MA) need to focus on marital discor 
of attacks, or may represent 
ic child. 


ng management 
labelling of 


s detoured Via the 4 
d 11, as the 

ultant ending of 

both. George's 


oncentrate 


ce necessary we draw 
which ving them, or if necess 
ä al be simply concern! 

h deeper conflict which 1 


pa consequence of Pre 
EL aged 12, asthmatic» i 
the onc. The unreality of thi 

polarization, anc more 


a 


+6 
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r beg: se his pseudo- 
delinquent career was cut short, and Peter began to lose his pse 
mature vencer. 


Philip aged 11, had very severe asthma with multiple hospital ipt i 
sions. Once the marital conflict had been brought into the open, Rem 
the mutual hostility was directly expressed, instead of diverted oF | 
Nicholas, his asthma attacks stopped completely. 


ode o ; ; “family may 
During family sessions wheezing may start, and although the family 


: š 2 : Jnful occur- 

be angry with us for ‘starting an attack’ this can be a most helpful » 
MES ER A He Tac 

rence, because we can see what is happening within the family inter 


in the ‘here and now’ that can precipit 
this to the family. 


family say that the child h 
may ask them to simulate the even 
are wherever the attack occurred, 
in at the time 
It is surprisi 


families. Whilst our aims 
of interaction where desirabl 
the good systems operating. D 
within a family, 
good. 


jn show 
ate broncho-spasm, and then 


; , 3 ] ‘ ; f her 
Jackie aged 11, started wheezing heavily during a discussion of 
relationship with her envied young 


even. 
‘Ventilation’ of her anger relieved the 


er brother Steven, aged 5 
wheezing. | 


. : i sS /hen 3 
Another useful technique we employ is to have ‘action replays’. wi 


jum 
tad an attack ‘out of the blue, for no reason in 
t. They are asked to pretend that eel 
and to adopt the positions they jme. 
, and to pretend to do whatever they were doing at thet 

ng how revealing this exercise can be. 


ced 
A family consisting of a widowed mother, Jenny aged five, and Jo et 3 
eight (the asthmatic child) reported an attack out of the blue, ance 
Prior to the session. In the action replay Jenny was watching tele’ "they 
mother was knitting and Jo was pressing leaves in her book. ae told 
simulated the event Jo started wheezing again, and on questioning out 
us that she remembered now that she had been. trying to wark out 
whether the leaves were dead or alive; she then started thinking # ing 
her father who had died of asthma, and inevitably moved on to wo ; 
about whether or not she would dic of asthma, with subsequent wheew 


A. eun Wo eat? 
In this Way we discovered Jo's previously unexpressed fear of de ed 
which consequently she 


: d an 
Neale: i ye able to share with her mother, who ha! 
it quite appropriately, 


. . ot in 
Asthma is a terrifying c g out the worst and Ln 

- atte 
y restructure their "m forc? 
naturally acknowledge and e^ y 
) “spite an abundance of psychopat fect!) 
the management of the asthma may be pe 


ondition and can brin 


are to help the famil 
e we 


Childhood asthma 47 


Conclusion 


Aub x T 
rey I cwi S 5 
. TO is (195 as defin 
pei. al eie 4) has defi ed a psychosomatic disease as in which 
n 8 bance may play a part in causing, aggr ie Weir 
y 4 " avating or mai 
: i ain- 
lassical example of 


taining i 
g its characteristi 
haracteristic morbid process. Asthma is a C 
nd psychiatrists have a definite role in its mana 
s ge- 


gene, from those who cope 
n between there are very many 
nd discuss the 


aloe iir disease, a 
well to m ane spectrum of family 
families whe 2 ih extreme pathology. 
aestum ut hoi aem fem the opportunity to reflect upon a 
ping with asthmatic children. 
uch work is easily car 
and social workers m 


ried out in a setting where 
| i ay SO readily liaise, and 
p ee Genai nics where professionals are not in such 
still ths avid vend carly satisfactory liaison 15 most important, but this may 
Eo exile» Dane b. different settings with the necessary motivation. Time 
recurrently ill j thot may inhibit us from such an approach. However a 
and ann tees child is already taking up @ good deal of professional time, 
(CPC n pies can be shown to improve the health of the child, the 
bin. sted would seem to be worthwhile, and time-saving in the long 
ated in any of the following sit 
o be playing 
festing emotiona 
asthma; 
ychopathology 
bly well contro 


1 It may 
Webs Fol techie 
TM oe psychiatrists, 
ni vi E » 
ould be more difficult in cli 


ral for family assessment and perhaps therapy is 
(1) uations: 
emotional f: gle 
"tional factors seem t a significant part; 
lor behavioural problems 


2 
2) ie ig child is mani 
(3) there oe pace to the 
(4) the inh evidence of family PS 
ved 1 Tn is not being rcasona 
rods of management. 
work is equally applica 
d as we ho how in 


lled with conventional 


ble to many 


heme of thi 
later papers: 


f childhoo pe to § 


Fin: 
bother ys the general t 
physical disorders 0 
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Trans i 
generati nal y is: 
fed O: anal SiS: the geneogram asa 


technique in family therapy 


Stuart Lieberman* 
pt of transgenerational analysis and 
as an important instrument in 


This 
Is P —- 

paper introduces the conce 
amics. Family therapy isa 


des "Tl 
ie secon ii of the family gencogram 
rapidly Mit Jon of family structure and dyn 
(1974) om rs ficld of psychological treatment which Glick and Kessler 
attempts E heres cj any type of psychotherapeut © approach that 
System’, The oe T or ence an organi family 
required the gem of this approach to psychosocia problems has 
family whi i development of concepts and interventions based on the 
Personal cunt can be integrated with previous intrapsychic and inter- 
in family ^ els. Crowe (1976) describes three broad theoretical schools 
Which y erpi bchaviourism, systems theory and psychoanalysis, 
Pespectivel iae along a dimension from directive to non-directive 
all Proble ya Ie describes another dimension from the radical view that 
amily vadis are essentially fi nily ones to the conservative yon es 
treated,” essures which worsen ind al pathology may usefully e 
Tide a third dimension wh es from the position that the 
© base LM and non-verbal interactions : 
hig: Seek iL. to the historical approact 
this 2e the sole basis for insight into the present €! " 
attempt imension which transgenerational analysis addresses itsel 
Past, to understand and catalyse the present through the use 
issi family 


a in whic 
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behaviour, patterns of communication, death and grief which then enable 
the family to gain the self-knowledge needed for a maturing and satisfying 
relationship. It therefore seeks to link the present disturbed nuclear 
family to the past, if necessary four or five generations back, as well as ig 
the present extended family. Transgencrational analysis allows the 
therapist to obtain essential data about important aspects of family history 
and life, providing a blueprint for the changes required to alter present 
dysfunctional interactions. For the fa 


mily, the analysis can build up the 
family’s feeling of identity and provi 


de a collective experience which may 
temporarily reduce current tension, produce feclings of empathy between 
hitherto hostile family members, and allow a dialogue to develop across 
generational boundaries (Walrond-Skinner, 1976). 
The analysis of family themes and the communic: 


x ive 
ation of maladaptiV 
behaviour within families w 


as described by Mendel and Fisher (1956, 
nication responses to projective psychological 
stered separately to up to 27 different family 
members of the same family. Common recurrent themes such as a concer” 
for unworthiness or strict and rigid control were evident. Mendel an 
Fisher later went on to usc this method clinically to determine the bes 


means of practical intervention in their families under treatment, b" 
their method required le 


ngthy individual Sessions with psychologist 
(skilled in administering projective tests). Recently, a detailed account ? 
marital therapy using transgenerational analysis was published (Paul an 
Paul, 1975) describing the way in which a sensitive clinician used bË 
skill to remove the influence of the previous generations from a position ? 
dominance within and between a couple. 
The clinical background 
individual, conjoint marital 


American State 
outpatient units of English Mental He 
The majority of families wer 
of treatment varied from one to 18 sessions over a period of 18 mont e 
The frequency of meetings varied from weekly to bi-monthly. ^ cd 
sessions lasted one and a half hours. The diagnoses of the design? itl 
patients and some other family members included neurotic, person? 5 


and psychotic disorders. In al] treated families transgenerational an? P 
was employed. 
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Construction of the geneogram 
A geneogram is a visual diagram of family structure, which may be used 
to elicit family patterns. It incorporates family relatedness, age, sex, life 
Events such as births, marriages, divorces and deaths, and may include 
Profession, family role and emotional bonds. Its description has been 
Published only once previously (Guerin, 1976) although the method is 
widely used by family and marital therapists. The geneogram is used in a 
family session to build the family structure in front of the family, involving 
all of them in the process. By particular attention to emotionally charged 
events, specific areas of family disturbance are covered systematically and 
thoroughly in a neutral context which helps the family to deal with the 
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emotionally charged material. The systematic nature of the process 
allows family secrets and family myths (Byag-Iall, 1973) to be revealed. 
Attempts at concealment can be inferred from conflicting statements of 
any associated reluctance to speak freely. 

The technique is used as follows: The family are invited to respond to 
questions and the data is written cither on a blackboard or on paper for 
all to sce. Information which is repressed or unknown is noticed by 168 
absence, and the family are asked to discover the missing facts and bring 
them to the next session. The figurative representations are easily learned 
and can be taught to family members so that they can make their ow? 
drawings. The following transcript illustrates its use. It is an important 
inclusion because of the difficulty inherent in describing a process which 
depends on interpersonal interaction. It is descriptive of the mechanic? 
of constructing a gencogram, as well as the use of the process in obtaining 
data, involving the marital couple, and providing a blueprint for change 
Figure 1 indicates the different stages reached in the transcript and show? 
the step-by-step process of construction. 


Therapist: You had to learn to be the way you are from someone. Mayl* 
this is a good time to draw your family back up on the boar™ 
(Moves to blackboard.) 

Husband: 


I used to ask about the past an awful lot but it's very hard te 

get anything out of my family. 

Therapist: They wouldn’t answer. i 

Husband: Right, or they didn’t know. z 

Therapist: That’s you. [Figure 1(a).] We want to go up to grandparent 
You're an only child? 

Husband: Yes. 


Therapist: And when I ask 
stillbirths? 

Husband: Not that I know of. [Figure 1(b).] 

Therapist: Do you know why you're an only child? d 

Husband: I think my mother had a very hard time with my birth p 


wasn't able, or didn't want any more children afterwards: 
Therapist: Have you asked her? 
Husband: It's not something I can t 
"Therapist: Now, your grandmother. 
Husband: 


à zaps a 
you that, were there any miscarriages 


alk about with my parents. 


a dre 
My mother’s mother. She’s still alive. She had two ahile 
I think my uncle is older. Her name is Nelly. Mother's ™ 


is Lilly. 
Therapist: And your grandfather? 


Husband: 


Therapist: 


Husband: 


Therapist : 


Husband: 


Therapist: 


Husband: 


Therapist: 


Husband: 


Therapist: 


Husband: 


Therapist: 


Husband: 


Therapist: 


Husban d: 


Husband: 
ni 
H 
T 
H 


usband: 


Usband: 


Husband ; 


Mishan 


Nerapist : 
Nerapist : 


Nerapist : 


Yerapist: 


Yérapist: 
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Grandfather? He was quite a character. He left her quite early. 
He’s dead. [Figure 1(c).] 

He left her! 

After the two children were born he left pretty soon after- 
wards—apparently went off with another woman and had lots 


more children, so I have some other family somewhere. 


And they were divorced? 
I'm not sure. That is a subject I've tried my hardest to find 
something about. It just upsets my grandmother so much 
trying to talk about it. 
Did she love him? 

I think so, very much so. 
Did she ever lose her love 
bitter about it? 

She cries when she talks abou 
She still docs. 

Yeah. 

But is it bitterness? A fecling of missing him? .. . loss? —— 
Maybe a little bitterness and a little loss. She’s always going 
on that my mother is always giving my father a hard time and 
doesn’t realize what a good man he is being my father. ene 
says she doesn’t know how lucky she is to have him. s z 
lonely old lady, my grandmother and she had nothing but a 
hard time all her life. It’s a shame! 

How old is your mother? 

Let's say 54. 

4 ‘our uncle? Te 

im would be two years older, I think he’s 56. 

What’s his name? 
Bill. [Figure 1(d).] 
Bill, O.K. and wher 
They live all within abo 
of flats in Brighton, which 
So, it’s not for want of not i 
them that you don't sce them: 
Weil, I used to go and sce my gr 
st two or three times a wee 
: he is really one 9 


for him even though he left? Is she 


t it now. 


e do they live? 3 
about 200 vards of cach other 1n à block 
is my home. 


d go visit 
having the 0 og 


pportunity t 
r nearly every day, 
d cheer her up. 
ple in your 


andmothe 
l k. I'd try n 

"dank he crucial peo 

She sounds as if sl ft 

life. 

I thin 

turn to her 


pec c a g always used to 
y J alway 

k she was es) eciall when ] was youn wa 

d protect me. 


and she 
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"Therapist: 
Husband: 


"Therapist: 
Husband: 


"Therapist: 
Husband: 


Therapist : 
Husband: 
Therapist : 
Husband: 


Wife: 
Husband: 


Therapist: 
Husband: 


Therapist: 


Husband: 


Therapist : 
Husband: 
Therapist : 
Husband: 
Therapist : 
Husband: 


And also that he (grandfather) was one of the crucial people in 
her life. When did he die? 

I don’t know. It’s a mystery, a total mystery. I can only guess 
about him. 

Have you asked your uncle? 

I tried to, but no one would answer. They cut him off from 
the family. 

It sounds as if you just don’t know how to ask them. 

Well, maybe I don’t. You know, what do I say? ‘Grandma, 
can you tell me about grandpa?’ à 
Well, maybe it's something to do with them wanting to know 
why you want to know. 

Why I want to know. (Pause.) I don't sce that. I think that 
they'd volunteer the information if they had it. 

Thcy obviously have a lot of information they're not volunteer- 
ing. 

Yeah. He had some trouble with the police I think at one time: 
Well, maybe they feel it is a very shameful thing. 

Yeah. That’s a lot of it I think. You know, those days divorce 
was a terrible, terrible thing and especially when theres 
children and he'd go off with another woman. He'd be a rea 
black sheep and the disgrace of it all; they'd probably have tp 
suffer at the time... old ladies talking behind their lace 
handkerchiefs about them and that they’d cover it all up. 

But is it still a disgrace after all these years? : 
Oh, I think it doesn't disappear. Those times are incredibly 
different to what they are now. 

So why do you want to know about it all? Why have you 
actually gone back and asked questions? ; 

I always wanted a grandad. I had an idea of an old white” 
haired man and you'd sit on his lap and he'd tell me storie 
I never had that. My grandmother’s mother was alive unt! Be 
few years ago and when I was young my father’s mother D 
alive but his father was dead so it was a nearly all female fam! y 
Except for your uncle. 
Except for my uncle Bill and my father. 
Docs your father have brothers and sisters? 
Yeah, he has about eight. & 

You didn’t know anything 
I've met them periodically 
cight let's Say some boys, s 


about them? E" 

zs OD 
but not that often. He was 0! 
ome girls. 


Therapist 


Husband: 


Therapist: 
Husband: 
Therapist: 
Husband: 
Therapist t 
Husband: 


Therapist: 


Husband: 


Therapist: 


Husband: 


The following 
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> And he died? (Pointing to father’s father.) 

W hen my father was cight years old and my grandmothe 
died when I was about that age, I think. ii ci 
Eight? h 

Let's say cight. 

How old are you now? 

26. 

When were you born? 


1949. 
Born 1949. Let's see that would be 1957... [Figure 1(e).] 
Yeah, near enough. I don't really know. At the funeral we 


went along and played with my cousins in the garden while 


they went off and buried her. 


How did that affect your father? 
It's hard to say. Obviously he was very upset. I think death 


and illness really worry my father. 


analysis 1s based on the husband's geneogram as well as 


that of his wife's. 


Anal lysis 


The husband, Mr R. felt respon 
depression which began shortly after their marriage, 
Cause of her prese 
Was present in all previous T 
Was rooted in his childhood w 
depression. He also gained the expec 
Cither die or leave home but t 
Bo den. Mrs R. whose. 
Hie s death when she was eight 

n after marriage. Marriage 


9f loss, 


Was her 
ate 
te death, or departure. 


T ^ 
the his analysis prov 
Usband could be induced to 


M 
wy h 


c 
ee 
te, er her up and replace h 
's relationship with his w 
T, and could talk with her 


Mothe 


e à 
r based on understanding 
and 


for cheering his wife from the 
which was the 


nting symptoms. This tendency to cheer up others 
elationships of his with other females and 


hen he cheered his grandmother from her 
tation that after marriage, husbands 
ot last long enough to be 
d its antecedents in her 
nted with depression 
akened her childhood feelings 
heer her up, the greater 
d imagined proxi- 


sible 


hat they do n 


depression ha 
years old, prese 


for her re-aw: 
mpted to € 


r husband atte 
his presence an 


lated by 


The more he 
feeling of loss stimu 
; 3s ueprint for change ° 

ided a pac blueprint 7. . with his grand- 
orm *bili 
e and empathy, 


he no longer nee 
it distressing pe 


er husba 
ife. If 
abou 
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would then be able to relate to his wife in a similar way. When he 
accomplished this change through tas 


setting, his changed reactions to 
his wife were enough to considerably case her depressive symptoms. 
Further work was necessary to deal with the transgenerational input from 
her family. 


Transgenerational analysis in practice 


The following additional case mat 
and limitations of this method. 
the important w 


ial is included to illustrate the ges 
‘The examples were chosen to underline 

ays in which it can be helpful in psychological treatment: 
"Ca. CF UTERUS E 


ENA 
(FPIGID) 


TED MARY 


" SAM 
SUSAN ` 
' Youngest 


Figure 2 


, The first example (sce Figure 2) shows its use as 
information that a therapist requires to inte 
and the present existing circumst 
set goals in therapy. 


21 aoe te 
a means of obtaining 5 y 
grate the past emotive hist 0 
ances into a cogent whole, in orde" 


Mr and Mrs H. were referred for marital tre 
had been treated for five years for 
had become exteremely anxious 
lesbian affair with a much younge 
genial inoffensive man whose 
wife as indifference. He 
She expr 


, p. she 
atment by her GP. mi 


chronic anxiety and depression f’ 
and depressed since the ending af 4 
r woman at work. Her husband “p 
outward acceptance was viewed PY ge 
was genuinely puzzled by his wife’s disturb? p 
d strong guilt and disgust that were not dispelle* paf 
medications or supportive Psychotherapy, and marital relations 
become tense. 
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A marital session in which a geneogram was constructed revealed that 
Mrs H. was the oldest and only daughter of a mother who was sexually 
promiscuous, She was married three times, the first of which was ended 
after she gave birth to a child whose father was her husband's brother. 
Her mother’s brothers and sisters had all had sexual problems. These 
were related to Mrs H.'s grandmother who died of carcinoma of the 
uterus. Her grandfather re-married soon afterwards, but the children 
were fostered for several years in their early teens. No discussion was 
ever allowed about the death of their mother on their return to the 
parental home. 

Mrs H. related the facts about her mother’s sexual abuses with the 


same disgust and guilt she had reserved for her catalogue of her lesbian 
relationship. She angrily denounced her mother and her husband 
at his wife’s guiding principle was to avoid being in any 
Mr H. came from a stable family 
est of six sons. He admitted his 


xperience with women. Mr 


confirmed th 
way similar to her own mother. 
background in which he was the young 
naivete on sexual matters and his lack of e 
and Mrs H. had two children, both girls. 


Anal jeje 
Vis 
first, a loss of sexual control; 


meanings, 


a hated object; and third, a hidden 


al conflict led to the symptoms of 
familial theme of sexual 


Lhe lesbian affair had three 
second, a similarity with mother, 
love for mother. The resultant intern 


i : d depressi The fa 
guilt, disgust, anxiety and depression: ! her’s disease, death and it’s 
difficulties were directly traced to grandmot he ^ 


1 n indiscretion on her children 
aftermath, Fear for the effects of her own espe um Ht 
i - d d d . 
Was an unconscious acknowledgemen’ of eka little experience in 
husband's. family background provided him wi 


dealing with women and their problems- 
è Mrs H.’s view of 


educate Mr and Mrs H. about 


'as devised to (1) chang 
o her own family life, 


ie this analysis, a plan w sine 

Sey relationship with her mother; (4 S lost it 
“ual matters and (3) bring Mrs H. more iT en. The effect of the 
""ucing her fear of her influence on the chi eter nd the 

acomplishment of these me was gha Pe hoe rae bon à 
"COessi -— „opic medication an ic way in which 
(bo pd (see Figure 3 hss UL representative 

on Sgcnerational analysis serves 35 a therapy dh all 

Pie has been chosen of a patient € s with i 
Nerational amilysia can be particularly effec 


The use of trans- 
ndividual patients 


60 S. Lieberman 


who are then motivated to investigate in vivo, through task setting, the data 
and analysis generated during the session. This method of treatment in 


which the family are involved in therapy outside of the individual sessions 
was pioncered by Bowen (1975). It can also be used in conjoint family 
sessions. 
M+ MARRIED 
D = DIVORCED 


VIOLENT MAN 


Ist MARRIAGE 


SUICIDE ATTEMPT 


Figure 3 


Mrs B.a 32-year-old banker, was referred 
bouts of crying following her second m 
Symptoms included waves of tearfulness 
feelings of worthlessness. ‘I’ve lost my i 
was her plea. She complained of lack of 
a poor sexual relationshi and cons jecti 
felt. Her husband had end to € ra han 


suffering from unremitting 
arriage to a colleague. He 
Poor sleep and appetite 2P', 
ndependence since marriag’ 


as 
r a 


Mrs B.’s mother had been divorced six times and was seen by m ef 
" 


EIN CORI Petent Omen needing men to Structure her life. Grandmot 
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had left her husband, had never re-married and was seen as independent 
| and resourceful. The patient had been partly raised by her mother, 
partly by her grandmother. Mrs B. had made a poor marital choice in 
her first marriage and was now wondering if she had done the same a 


second time. 


Analysis 
The patient was the product of a transgenerational history of poor 
marital relations. Her conflict was, in family terms, whether to emulate 
grandmother, independent and resourceful with no need of men, or 
to be like mother, inadequate and dependent tied to unsatisfactory 
relationships with men. Her need to fulfil a woman’s role of sexual and 
family life conflicted with the need to be an independent person. 


The analysis above was explained to Mrs B. who then recounted that 
eun when her husband, after two months marriage, 


her symptoms had beg t s 
had decided not to have children contrary to their pre-marital under- 
generational history and its effects 


Standing. The explanation of the trans A 
On current internal conflicts led Mrs B. to become more independent 


from her second husband. A conscious decision was made by her to 
integrate the best from both mother and grandmother. Her relationship 
"proved steadily and by her next appointment she hee simon 
The third example (see Figure 4) illustrates the S int 2d 
analysis to build up a family’s feeling of identity an 1 


"educe tension in a session. ie 
| was discharged from a specialize 

i amily were 

anorexic unit after failing to co-operate on hier ai ee M oe 
referred during the ensuing aig ciii a Cem 
famil :c and angry. Discussion * : 
members tense and ang} x. PA Ir and Mis d, 

diet mi eating habits heightened the hostility - LE wem 
con a mae ir A: theis eon ole geneogram was 
ithd i ilence ackboarc alk | ; : 

Son withdrew into silence. A black dre ded icy the 
ag sh-English union 


‘troduced into the session a Tei 
à rmy irr : 

Marriage between Mrs S. and Mr S. to be 3 p c ch-loved and over- 

With Mr S, identifying his daughter with ‘ad left her husband and 

Protective mother Mrs S. revealed that js with another woman. 

: : vas having an 4 i i 

Bone back to Ireland while he was ipa her father died from a epe 
Ireland fora hed to Ireland. [rs S. lost a 


hen gl ; 

she had been 1n aj a 

er husband ended his affair dm 
*eling for her husband at that timc. 


Miss S. a 17-year-old anorexic gir 
f co-ope 
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infrequent 
The marital home became a battleground relieved Fn m end 
closeness of sexual relations betw cen Mr and ae 5 —— bire 
pause occurred the sexual relationship ended and the ci Perge d 
began to lose weight. The effect of the uncovering : j m Pond 
the scssion was to draw brother and sister closer together, 5 pt rier 
Mrs S. acknowledged for the first time their deep ti sae 
The tension and anger was significantly reduced between all pa 


1963 With 1975 


1959 ENGLISH 1957 


MARY EMILY JOHN HORATIO 


ANOREXIA NERVOSA 
JOAN EMILY 


3 MONTHS 3 MONTHS, 


Analysis 


Marital tension betw 
Mrs S. felt at her father’ 


and allowed sexual relations only when tension 


Sexual relations ceased 
too great. Mr S, lavished his affe 


mother and she began to Worry 
independence from her parents 
the marital tension relieved the f. 


"at 
at home was es : cam? 
peca, 

his 
: ; image of 7. 
ction on his daughter, the image 0! 


B ales 
and lose Weight, as her strugg g 

ps * TncoV 
now seemed impossible, Unc 
amily tension in the session. 


and the tension at home 
rin? 


a dis” 
Mr and Mrs S. agreed to joint marital sessions and Miss S. Was on 
charged from treatment, She returned for several conjoint S los 
Although remaining below her target weight, she was no longer ment] 
weight. She showed a visibly lowered Sensitivity to her parents’ argu?" ia 
and has since moved aw. 


ni 

essi 
ac. : : rofess 
ay from home in pursuit of her pro 
carcer. 
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Discussion 

The geneogram serves both historical and therapeutic functions. The 
geneogram is a formal and neutral way to take a history. Some systems 
theorists may feel the gestalt of the family and their interactions are enough 
to proceed on in therapy but few family therapists totally ignore the 
historical approach. 

Traditionally, medicine has relied heavily on history-taking as providing 
60 to 0°, of the necessary information for the diagnosis of dysfunctions. 
ison to suppose that this contribution is any less in family 
‘the family interactions is more 
an integral part of the total 


There is no rea 
pathology. The observations of a gestalt of 
akin to the physical examination which is 
process but cannot displace the whole. The 'stematic nature of gencogram 
of uniformity in taking family historics 
can then be used along with other data 
to proceed to the transgenerational analysis. which will provide the 
formulation of a case and suggest the required treatment for the family. 
History-taking, ordinarily, is no substitute for treatment. The confusion 
arises when insight gained from the history-taking process leads. patients 
to change their behaviour towards their family. Providing meaning is an 
Clement of most psychotherapeutic procedures. ‘The meaning inherent in 
family patterns, myths and dysfunctions is readily ens mere a 
Value, Tt requires little in theoretical underpinning to — e in eem 
Of three or four generations marital discord has bet the tai oe 
vathers have divorced, disappeared or po à oes came puit froi 
sights lead to spontancous behaviour € ii ee ae di 
amily dysfunctions, then it is a therapy in Itse s aa ed tact mue 
vencogram forced recognition thiat = pee jer by which the therapy 
tore à vital influence and pointed thie : s " elationships occurred through 
Uld extend outside the session. Changes in reati lave vig ahy kate 
‘© changed communication pattern, allowing a rele 


; : ente orapy without 
ec UN ? + session to enter therap) 
4, unwilling to enter the formal family 
„tional analysis 4 


“tually meeting the therapist. 

T g the therapis , ansgencra 

wi he limitations of the gcneogram and te dysfunctions, under- 

S those families who realize the meaning 0 rade their interactions, yet 

ant the transgencrational pue T gen of patterns from oe 
Anot chan " their inter The repe tically accept the 
` ange > Mm fatalistically : 

is tation i the next lead some pee ching them further in. their 

Mutable nature of their problems, a. ieved in the S. family 


Dat, : sion achieve á 
D ES € on. of tensio”” * Aule the patient's 
ha ology, The temporary pagi «cord while the paticr 
No permanent effect 9? 


Construction can ensure a measure 
for family pathology. The history 


rise 


he marit 
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anorexia, though controlled, did 
of history must be to ch 
ast. : j 
P Searching for past causes with no prospect of future changes is jistan 
taking for its own sake. An analysis which helps conceptualize need D 
make the solution to a family dysfunction or an individual problem if 
less painful or difficult. For example, to know that one must confront her 
grandmother as Mrs R. did makes the confrontation no less difficult 
nor does it provide the inner resolve for that cc 
For transgenerational an 


1 f, ilios > us 

not remit. In these families. the p 
se x i 

ange the present, not seck for causes in t 


onfrontation. im 
alysis to be effective it must predict problem 
areas and those predictions should be used to work out successful nine 
of treatment. The examples provide evidence that use of geneograms aR, 
their subsequent analyses were clinically useful, p* 
in determining aspects of family life, is brought into treatment so that en 
emotionally important historical events of the family are integrated : of 
the existing circumstances, In this way there is an ordering of the di 
the family and the therapist which can, at times, provide the sole or M 
therapeutic intervention, 


The dimension of t 
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Th i 
e therapist as mediator: lessons from plays 


Derek Russell Davis* 


PI ; 
aywriel 
Bhts portray 
: i ay on the stage, as an im: i 
People E = he stage, as an image of life, what goes on between 
an interest in the stem of relationships. ‘Therapists and playwrights sha 
BÉ degsifscion s P —— of communication, verbal and non-verbal ma 
Social the behaviour of indivi ithi ipee 
boim dire individuals within families o 
theatre, have oh visas who make frequent use of terms taken e 
ern uch to learn from plays : sd 3 
feat ek: c m plays about the processes tl chi 
a ve i es through whic 
well-known ap relationships comes about. In this paper I select om 
plays several couples whose relationship with one another 


und 
A Crgoes tet 
S critical ch: 
cal change, and comment on some of the processes described 


1 
n the plays. 


A 

te tee Ar thaniy 

lati 
B-between, iere as a therapist is a third party, an intermediary, 
tervenes— Ker negotiator or catal 
"d especi or mediates—in order to bring 
SÉ lar one to reconcile. A couple forms a sy 
‘As a NO. poe such as nuclear family, extended family, 
, à couple or family tends to react to external events homeo- 
ationships to onc another 


Stati 
“cally ja; 
Y, i.e. in such a way as to preserve the rel 
» system. A system evolves adaptively through 


yst. He is an outsider who 
about change in a relationship, 
‘stem, which is usually part 
or community. 


the 
the ure composing the 
Snsctvatisn’ 4 learning, but if learning is held up by reason of its ‘dynamic 
I ism’, in Schon’s (1971) phrase, the stresses within it increase. 
an event of special force or 
and 


om 
V CO: B 
Sip, c Osta "ox : 
‘8ni en may then fail in reaction to 
ce. Relationships are disrupted; the system decompensates, 
ning point, which is followed by a 


rea E s E 
ak up. This is a crisis, or tur 
is reorganized. 


Peri 
of i " 
f instability before the system 


Th 

Te 

e~ 

LS act scenarios 

t a i | ise! ik 

hose ok | Greece to modern ays have portrayed crises like 
hich bring patients to See herapists. The threc-act 


times, pl 
k help from t 
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; à ; secho 
scenario, typical of the well-made play, provides a model for psych 
therapy. 


A : : „s the 
Act I. External challenge. Something happens which challenges t 1 
assumptions two or more people make about cach other, and bring 
their relationships to a crisis. | 


Act II. Exploration. The crisis is followed by a period of instability ji 
‘disequilibrium’, as Caplan (1961) has called it, while the implication 
and consequences of the event are explored. Attempts are made © 
find a basis on which to restore the relationships. 


Act III. Reorganization. The relationships stabilize on new Gm 
In some cases, there is reconciliation. In some cases, the terms arc r ^ | 
restrictive, or more disabling to one or other member of the fam! A i 
In others, there is a progressive estrangement and then separation | 
Sometimes events move towards tragedy: a disastrous, perhaps d 
conclusion. 


$ 

Lovers’ quarrels tend to follow a similar course. The quarrel store | 
when something happens which obliges them to review the basis of jn 
relationship. During the ensuing period, expression is given t anes 
recrimination, vituperation, and then confession and explanation. Ther 
moreno the status quo. The couple work out new terms that can a cy 
as a basis for reconciliation; these are more or less constructive- Ort" 
separate. 

After bereavement, too, there is a period of instability, with grief 
IDGUEIUDB, and exploration of the implications and consequence? o " 
loss. There is then a gradual working through to a new pattern of rela, d 
Eo a redistribution of interactional patterns’, as it has bee? ut 

y—are redistributed (Parkes, 1972). When condit? ci 
unfavourable, mourning may be delayed or prolonged: «contrat 
processes’ may then lead to a more restricted ral nee jl 

The scenario in Lifton's (1961) account of ‘ = spiky 

; ` i : personal change nu 
His terms are: confrontation, reordering, and renewal. In both pe id 
therapy and thought-reform procedures, the assumptions on wif 


base their relationship. They see : à s . pró 
e their Ls atio P Phey see the period of instability as proren 
opportunities for growth and maturing. What matters is the pat 
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relationships after re izati 
pee no after reorganization. hey try to stop defences from being 
a she tee i " 
E € ies the ome open, to arrest contractile processes and 
ent stabilization of the system in a way li f 
bility < gree y a way likely to reduce the flexi 
v and modifiability of behavi ia pi 
) y aviour. In other s jecti 
sa. Ken Branner =P cases, the objective 
a crapeutic intervention IS to release a couple, or the members of a ee 
c 1 T al f 1 à 
a ot deadlock in the games they play with one another, to nr 
xd * * Ht J 
ini and modifiability, and to enable learning to be resumed. How 
‘ver, as SC 71) ha ced, ‘we di i ) à 
, as Schon (1971) has remarked, *we discover the complexity and depth 


of the dynamic conservatism when we seek to change a system’ 


The Cocktail Party 
There are many plays which provide a commentary on these therapeutic 
| Vien As several psychotherapists have recognized, most recently 

riedenberg (1973) and Walrond-Skinner (1976), T. S. Eliot's The 
Cocktail Party, published in 1940, anticipated by many years ideas now 
current. Eliot put these words into the mouth of the rather authoritarian 
aa devious doctor who conducts what amounts to conjoint therapy 
vith the married couple, Edward and Lavinia: ‘It is just because you are 
ida free that you have come to me’. Revelation is the essence of his 

erapy. People can be freed, to find not cure but salvation. ‘The best of 


à bad job is all any of us make of it.’ 
my patients arc only 


_ The doctor declares: “+ + + it is often the case that 
Pieces in a total situation which I have to explore. The single patient 
sog, ‘I always begin from the 


Ww ui ` 
who is ill by himself, 1$ rather the exception - 0 
as I find necessary. You see 


i s 

mmediate situation and then 89 back as far 4 

a memories of childhood—1 mean ! nt state of mind— 

ould be largely fictitious.” Of his techniq I learn a good deal 
talk as long 25 you please, and 


Y merely observing YOU» and letting YOU 
you do not say’. Eliot’s understanding of therapy 
] who mediated 


suppose, t d Russcl 
Eliot at à difficult stage 1n their marriage 
ber 1915: ‘J am everyday getting 


! I (1968) commente 
Th, more right betw 
e play makes t 


Coy F 
! à is accompanied bY change 
| art. Guests at the cocktail party n Act I learn tha epi 
the couple accep treatment 
the reconv ened cock- 


ave &eris 
separated. In Act 15 
two years later, 


] tanes 
tag DClled on new terms. In Act III, is 
: ange 10 the pa 
F pong. Party reveals that there has been kaleidoscoP!c g 
friends. 


relati à i 
ationships of their 
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A Delicate Balance 


MIU 
Albee's A Delicate Balance describes complex interactions in a m 
under stress and a change in the balance of the system. A midia 
couple, Agnes and Tobias, estranged from one another, have yet wo 
a delicate balance which allows them a painless erocsions: ‘hich 
Agnes’s sister, who has a drink problem, speaks of the expectations ut 
stabilize relationships: ‘We have our friends and guests for patte A 
don’t we?—known quantities. The drunks get drunk; the Catholics go i: 
Mass, the bounders bound. We can't have changes —throws the balan 
off’. The balance is thrown off in 
friends, Edna and Harry 
loneliness; they have go 
Tobias. Also, Julia, A 
the breakdown of her 1 
Agnes and Tobias ex 
their relationships wi 
As the sun rises— 


t 
: : , stachmem 
marriage. Forced out of their expedient detachme" 


Much Ado about Nothing 


US Ways in which inte 


ee 
: " chang" 
rvention can bring about CM’ ag, 
Shakespeare’s Much Ado about 


describes some simple expedic l 
E UP in an awkward, tcasing, and un p not 

5, and conveys by subtle althou$ 5 ol 
s is pining for the other and is desetv" fel 
love. Each is confirmed as a person. Released from their dead 
games, they decide to marry, 


Ni othing 


An Inspector Calls 


, paf 
In Priestley's An Inspector Calls, th i : 4 
to celebrate the en ghter, Sheila, to Geral “oli” 


dri? 


Ji 
nd tells the e% 


disinfectant. Keeping a dist 
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inet tate ture here aaar n deri Se a 
and the old pattern of relationships is A o ved Th oc AP 
Siegen, wiRh r ps is ES royed. In Act III, a new pattern 

1 promises to free Sheila from her subservience to her 
Parents and Gerald. Through a coup de theatre, Priestley throws doubt on 
the veridicality of the inspector. The resulting cnigma can be interpreted 
to make the point that at times of transition, e.g. when there is an engage- 
ment, marriage, childbirth, or death, members of a family review their 
relationships with one another. Guilt about misdeeds may then lead them 
to conjure up in fantasy a policeman or judge to whom they have to account 


(for what they have done. 


Absent intruders 

| I have discussed elsewhere (Davis, 1968) the prowess of Arnholm in 
Ibsen's The Lady from the Sea as a mediator. He brings Dr Wangel and 
his second wife Ellida together again after several years of estrangement 
following the death of their only child. The turning point comes when 

| Dr Wangel, who has regarded Ellida as sick, and has insisted on taking 
decisions for her, accords her full responsibility and freedom to decide 
Whether to leave him to go with a former fiancé who has come as ‘the 


Stranger’ to claim her. Ibsen leaves in doubt the veridicality of the stranger, 
arriage. Once he has been 


Who has been the ‘absent intruder’ into the marriag Me 
Acknowledged by each, reconciliation aio possible. He is dismissed 
as soon as cach has made a responsible choice. 
Wiener ac intruder in two other of Ibsen’s plays. In Ghosts, the 
dead father (like the ghost of Hamlet's father) intrudes into ihe raean 
Ship of the son (Oswald) and his mother (Mrs Alving). The con Leon 
Comes when the son's illusions about his father are dan. an : 
?'Phanage built as a memorial to the father 1s burnt down. gee 
en free to work towards a new relationship with his mother, pu 


- " smer 
e i ; as, 1974). In Rosmer sholm, Rosm 
Orts suffer a disastrous defeat (Thomas, : 
ffer a disastr ( lications and consequences of the 


ind R ui 
L Ad Rebekka fail to explore the impie naaa A 
Suicide of Beate, Rosmer’s wife, in the millstream. The only way w 
t ort > is through a symbolic marriage, * 
th Beate. This 15 2 specia 


a can restore thcir relationshi pam 

“8ether in the millstream, and thus reunion We o the invoking of a 

th. Tple of what Bowen (1975) calls trian lize a precarious relation- 
r . .-iangle in order to stabuiz á 

3 " a angle 1n 

Ship, Person to make a trans 
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Triangulation 


A third party, such as a parent, family friend, or child, is meee 
necessary to give stability to a marriage. One condition in which a i a 
relationship may come to a crisis is when a third party drops out by aat 
of death or moving away. A notable third party is Cliff in Osbor", 
Look Back in Anger. Of his part in holding Jimmy and Alison's mam 
together, he says: “This has always been a battlefield. I've been a no-m? 
land between them. Most of the time it’s simply a narrow strip of plain : | 
I love these two people very much. And I pity all of us’. Once incorporat : 
into the system, the third party loses his capacity to promote chang 


> of 
e à à ae e 
This is sometimes the fate of a therapist, the result then being a mor | 
less stable ménage-d-trois. 


Destroyers 


The match-seller 


There is much to be learnt, t 


con 

. :«orventi? 

00, from studying those whose interve™™ 4 
has proved destructive of rcl 


are 
ationships. In Pinter's A Slight Ache, Edw 
and Flora, whose marriage has long been in difficulties, invite int? ate 
house an elderly match-seller who has been standing at their garden Ert 
He becomes the third party. In the radio version ofthe play he says noth! ne 
on the stage he does little more than drop his tray of matches t P 
occasion. In his separate interviews with Edward and Flora he 1$ ” s 
remote and passive than any psychoanalyst has ever been. Edward, ja ol 


i: A t itur 
with him, embarks 9n a nervous monologue, which becomes a mixt’. id 
boasting and confessing, 


: and gets more and more anxious and disor gar ds 
to the point of collapse. Flora in her turn revives from her chil che 
fantasies about being set upon by wild men. Handing the tray of met 
to Edward, she leads the match-seller into the garden. ‘The match 
has split the couple. f 


Martin Dysart 


ut? 
In Shaffer’s Equus, Alan, a 17-year-old boy has developed 2? le 
psychosis after failing in love-making with Jill, who works in # - d* 
He has blinded the horses who had observed then, Martin Dys% 9° 
psychiatrist to whom he 


ium 
: 3 E sves hil aft 
is brought for In-patient treatment, gIVC? s 
chance to restore his relationship with 


E Jill, who has her nervous bre” pi^ 
off-stage, and blocks his parents’ at 


mM it 
tempts at reconciliation 


p 
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He does get him to tell of the love-making, and to abreact the emotion that 
went with it. He gives this prognosis: ‘Do you think feelings like his can 
be simply re-attached . . . My desire might be to make this boy an ardent 
husband—a caring citizen... My achievement is more likely to make a 
ghost! With any luck his private parts will come to feel as plastic to him as 
the products of the factory to which he will almost certainly be sent. 
Who knows? He may even come to find sex funny . . - Trampled and furtive 


and entirely in control . . . Passion, you see, can be destroyed by a doctor. 
It cannot be created’. (He) ‘will, however, be without pain’. This is a 
terrible warning of what may happen when 


a therapist prevents the 
patient from restoring his relationships with significant others. Dysart does 
so, it seems, for the sake of a close rel 


ationship with his patient. 


Gregers Werle 
> with the ‘troublesome inflamed scruples’ 
in Ibsen’s The Wild Duck, is determined to bring home to Hjalmar and 
Gina the truth about their marriage, in spite of the warning given by 
Dr Relling, who has been trying to keep Hjalmar’s life-lie going: Take the 
life-lie away from the average man...and you take away his res: 
The outcome of Gregers’ intervention is that Hedwig, their 14-year-ol 

daughter, shoots herself. Most people would give ir an as 
Martha when George asks her: «Who's afraid of Virginia Woolf? (e. 


of life without illusions). She replies: ‘Tam... George - 


Gregers, 'the apostle of truth 


jliation more 


Bishop Nikolas 
s the rivalry 


erately or unwittingly make recone 
in Ibsen’s The Pretenders main 
Zi e ; refusini 

¢tween Earl Skule and Haakon, the singe elects BY E ee 
deny that Haakon is King b th. ‘Doubt is my Des weapon 

i i ist’s di na i 
'ncertainty is destructive ‘and the therapist $ dilemn bs 
cem ; s facts to be d! 


alita 1: 
life-lie going or to allow 
going 


closed. 


more 


lago T is Iago in Shakes- 
of the destroyers 1n of Othello and Desdemona 


One 
Ne of the most astute 
cked the 


es Othello. He wret 
i brought them to disa 
S power to bring ‘farew 
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‘Not Poppy nor mandragora, 
nor all the drowsy Syrups of the world, 
Shall ever medicine thee to that sweet sl 


cep 
Which thou owedst yesterday", 


The roots of Iago's destructiveness lay in racial Prejudice and sexua 
Jealousy, to which no onc is immunc— Even now, now, very now an ol 
black ram is tupping your white ewe’, Every therapist has to be alert tos 
and keep control over, the Iago in him, 


Conclusion 


In our clinical Work with Patients we come across patterns of relationships 
like those of Edward and Lavinia, Agnes and Tobias, Oswald and his 
mother, Rebekka and Rosmer, Ellida and Dr Wangel and of many other? 
described in the plays we Sceat the theatre anq on television, The technique 
in exposing the dynamics of family relationships #° 

Um Hd : "niques used in family therapy" 
Brecht’s distancing effect’ (Verfremdungseffckt), for instance (Kanto! 
and Lynn, 1966), A1 the plays discussed in thi; Paper have been the 
Subject of thorough Study by literary, or dramatic, critics whose metho® 
of vey cT pretation are similar to those used by psychotherapists (Cheshire 
uc that family therapists should strengthen p 

Manities which have been so weakened P | 


the Separation from the universities of medical schools and hospitals. 
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The elucidation of a family myth* 


Sally J. Boxt 


f many concepts which have become part of the 
bout families (Ferreira, 1963, 1965; Byng-Hall, 
small group of therapists to 
ily’s system of defences. 


Family myth is one o 
literature and language a 
1973). This paper describes the efforts of a 


develop and use the concept to look at a fam 
an idea, has been used to further the understanding of 


nature of the defence and the hidden anxieties 
i.e. to identify as specifically as possible 


the ways in which avoided issues are indicated or touched upon in the 
presentation of themselves as a group. The defended against 
distorted or displaced so that, as in a dream, they give 
he scent at one and the same time. 
he family myth is ‘the pattern of mutually 
agreed, but distorted, roles which family members adopt as a defensive 
posture and which are not challenged from within the family’ (Ferreira, 
1963). Byng-Hall (1973) developed the idea with particular reference to 
the mechanisms of projection and splitting within a family system. This 
Paper represents an effort to link Ferreira’s definition with the more 
Story-telling, traditional aspects of myths and to explore further how it 
i hared fantasy associated with an 


relates to the concept of unconscious $ 


Avoided theme. 

We start off with vari 
brief sketch of the specific 
*Xploration and some of the 
as the example is described. 


Family myth, as 
the relations between the 
against which they are defending, 


family's 
issues are disguised, 
us clues and throw us off tl 

Ferreira’s definition of t 


ich need to be stated and a 
d the context of this 
Then the family used 


ons wh 
;'hich provide 
olved in it. 


ous assumpti 
project W 
thinking 10V 


project] 
s' mutual interest and 


se of its members ! c 
families, and in developing their 


The family group therapy 
becau 


s initiated : 
rk with 


T ; 
he project wa 
Perience in conjoint WO 


* i 7 

CDRS pa was first given in July 1973. w3 

The k Clinic, 120 Bel qoem re e members of the project 

Iw P MEETS , with than ially Miss 

of ons UTE 
azelrig icipated is "Hernandez; who shared in the work wit 

pad Ee Association for Family Therapy 


0 POI 
163-4445 /79/010073-+ i2802.00/0 © 19797 he : 
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understanding of family process. Its core consisted of a clinical psychologist 
and two co-therapy couples, each with the intention of taking on one 
family to be taped and viewed by the other couple through a one-way 
screen. The family described later was scen in this way by a male/female 
therapy couple for a family assessment. 

Our dual affiliation to the value of therapy for individuals ‘in their ow? 
right’, on the onc hand, and to the importance of recognizing their functio? 
and role as part of a family system, on the other, was a reflection ° 
differences of emphasis in the Tavistock Clinic (and indeed in the fiel 
as a whole). One aim of the project was to examine how these two view? 
could be related and linked. 

The purpose was defined as being to try and clarify the process by 
which individual members (and also at times, therapists) contribute Of 
are recruited to form a group system of defence which serves to protect 
areas of vulnerability and unacknowledged conflict in the family. The 
defences are thought to help in the maintenance of the homeostat!® 


balances of the family, even though their operation may at times be rigic 
and dysfunctional. 


Working assumptions 


The first assumption on which this is based, is that the family is a dynam? 
evolving system of interacting relationships and that its structure includes 
Sensitive areas whose exposure is felt by its members to be dangerous 
and potentially threatening to their survival as a unit. Secondly, that t 
family homeostasis represents a compromise, which the members have 
jointly established in order to sustain themselves as a unit and to defc?* 
against these sensitive areas, i.e. areas involving unresolved conflict ant 
anxiety. Thirdly, that a crisis in the family represents a threat tO we 
homeostatic balance and that referral to the Clinic frequently signifi 
such a threat. That is to say that in the family situation, the habitu. 
system has been disturbed in such a way that a new bomeostasis canno. 
easily be reached and that the referred patient is scen to be the caus? 
the disturbance.* , 

In so far as cach individual member contributes, either activelY A 
passively, openly or tacitly, to this defensive system, it is further assum 
that he or she also experiences some individual need for it. This P Te 
interest, vested as it were, in terms of his or her own functioning: 

* [t was not part of the assumptions of the project group that all adolesery, 
referrals indicate a need for family therapy or are best seen in family thet 
Many are eager for help for themselves and can appropriately be given it. 
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expect that the e 

and the bm ene da d e -— loaded the avoided areas 
estin what is the sinn jc dert d nut are gerne eim 

hreate s se i s , etc.) that is bei 
of scu = Llp ur Further we erre n 
Work it is very im ortant to Ho the family. In the therapeutic 
become drawn mud m " heni and how the therapists, tat 
ene à = system. C therwise they may either collude with it 
react against it, rather than using the experience of it to try and under 


stand and comment on it. 


Family myths 
From the various s adi A 
he various concepts used in discussions about marital, group and 
mily myth was chosen as the main 


| family dynamics, that of the idea of fa 
urit for exploring the family. The related idea of ‘shared fantasy’ and 
shared objects’ as developed by Dicks (1963, 1967) is considered related 
d is also used. The idea of myth and shared 
bility of exploring the links between analytic 
cious and conscious relationships; and especi- 
nd those of the whole 


of the marital couple a 
hese could be seen to 


how such concepts as t 
Je try to establish, in par- 


in the family. W 

s bridging concepts to describe the 
dual, first in the marriage, then in 
he special form of group organiza- 


to that of family myth an 
| fantasy provides the possi 
and systems theory, uncons 
ally between the dynamics 
family. We set out to sce 
refer to identifiable processes 
ticular, if and how they might serve a 
Way that the dynamics of each indivi 
the family as a whole, are articulated in t 


tion that the family repre 
ar theoretical emphasis motivating the thi 
ated to the possibility of identifying the way 
individual dynamics are dovetailed in their m 
n somehow articulated in and through the children. 
nterest in the concept of ‘shared fantasy’. The 


lis bears directly on the i s 
amily, seen as a system which develops around its core, the samp 
i aa i i For eac 
*Bins with the courtship and marriage of the parental couple. For € 

of that relationship nev} 


aitner, the intimate nature | ud 
"iscious conflicts derived from the earlier close Te ation T sir 
i demands some kind of fit between them, so that, even s nk ww 
is that purpose, each partner must use the other in some w ay ai ee 
to Struggle to cope with his own pro Fer. [n his 
Wwa, Present and express denied and s adnot. (and 
I ; ii the partner in the marriage d rn sychological 
Soff) aspects of themselves expressed by (a psy g 


nking behind 
that the 
arital 


sents. 


Q2 particul 
S paper is rel 
d partners' 

ationship and the 


lected 


plit-off aspects of t 
ambivalent, 


their partner 
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form of having one’s cake and eating it). On the other hand caeh Ma 
participate in a kind of folie à deux in which they collude to pe i. 
similar aspects of themselves and project onto objects external to bo! ai 
The collusive splitting-off of unwanted, like aspects of the partners, gun 
them the feeling of unanimity and engagement against a common (uec 
Neither technique frees the partner of the conflicts the repressed E 
represent. Patterns develop for coping with these unresolved unconscio : 
conflicts and with the derivatives of the themes which express ee 
Some couples (presumably those in which the fears attached to t 
unconscious conflicts are not too powerful) manage to use their dapi 
ships to begin testing out thcir fantasies. The more fragile, on the pe 
hand, must tend towards increasing rigidity in defending against suc 
testing. . " 
When the first child is born, he/she has somehow to fit into this patter p 
He may serve, or be used, to perpetuate it, elaborate it, or express It. Ss 
he cannot be unaffected by it, or without his own effect upon it. A ne 
balance of some kind has to be found which m 
Either way, it involves a considerable v 
which the child came. When adoles 
emerging adult sexuality, together w 
separate identity, create a situ 


ay or may not be satisfactory 
ariation of the original pattern int 
cence is reached, the pressure j 
ith the necessity of establishing 
ation in which the pattern is often serious 
challenged. Roughly speaking, it is this pattern for coping developed ii 
the family unit, including the children, which is referred to as its m) 
and the shared unconscious conflictu 
being represented by the theme. 

It is surprisin 


a 
; : : mue d 
al relationships which are scc! 


gly hard to find or make a more precise definition oe 
‘family myth’, According to Graves (1968) ‘Myths are seldom simp 
and never irresponsible’. He suggests that myths have two main functio 
firstly, to answer the Sort of awkward questions that children ask, endi 
"who made the world?’ and, secondly, ‘to justify an existing social ee 
and account for traditional rites and customs’. In some of the examples 
describes there seems to be an additional function, which is to do "ple 
integrating opposing views into a compromise representation, accept | ^ 
to the various protagonists both for themselves and for the world t? $ 


c jie v? 
An example of this is when two cultures meet holding different enn 
matriarchal and patriarchal. When the Akans with their Moon God" js 


Ngame, were forced to accept the Male Creator 
(Odomankoma) a new myth formed: Odom: ay th? 
with hammer and chisel—Ngame brought it to life. In that view, n jov? 
seem to depict, in a kind of shorthand, the historical and politico-re Enc 
experience of the people who create them. Although the happening? 


; ma 
of the patriarchal nO" d 
> V 
ankoma created the 
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refer to may be part of the conscious experience of some or all members 
of the group they also seem to represent symbolically, awareness outside 
consciousness. 

If we apply this concept of the myth to families, then it may be seen as 
the explanation and representation of the way the family functions. This 
contrasts to Ferreira’s definition of the myth which is more in the nature 


of a description. 
The question then was whether to conceptualize the myth funda- 


mentally as an articulation of a family’s defensive posture as Ferreira 
as a rationalization for the defensive posture an idea here 
whether the myth expresses the 


S uggests or 
develops afterwards 


derived from Graves. That is to say, 
conflicts and defences or alternatively whether it 

to explain them. The important observation, in practice, however, is the 
al relation between the family’s explanatory story and the actual 
behaviour of the family members; that is, the extent to which the things 
the family says and believes about itself may serve to sustain, reinforce 
and organize the system (as well as explaining it); and the defensive 
function these expressed beliefs may serve regarding an underlying theme. 


Myth was tentatively defined as a manifest enacted picture or story 
d consisting of a mutually accepted set of 


presented by the family an I 
images and roles. Its function was suggested as serving to protect the 
members from awareness of feared (unconscious) preoccupations that 
they share and that can be identified as an avoided family theme. T 
Sacrifice involved in maintaining this pattern pir Llp 
; A x tency. Pu E 
lost functions, such as, for example, potency Be ms Mc 
the myth is a bridging concept which cone = As! arpaa a 
re "n ami individually and jointly deten ed agains 
Preoccupations in the family are in ) (of roles and beliefs) and 
Y a more or less rigidl tured system 
à of itself. 


Presented as the family's 


reciproc 


y struc 
manifest view 


Clinical material—the ‘Good’ family 
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Clinic by the 6 
pri ately 
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referre dl might appro 
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hat the referr 
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i Intake Committee COP B 
ima ad ative: Jane was 161, the youngest daug ie 
i, Le ref „as inform: : Ja as 163, th sc 
qoa. uti n E had been living 17 this country rs = 
pany er mother had been to see the or. 
aughter. Jane, it 


Was Indian army fa 
list Small, The letter 
Taught and requiring 2 


bed how h 


as to how to handle her d 


descri 
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seemed, thought she should be able to do as she liked, was neglecting uri 
school work, coming in late at night and generally being rude and ee 
to her parents, and she had a boyfriend of 20 years of whom they ad 
approved. There was an older brother who had left home and acr 
sister who also had a boyfriend who was disapproved of by Mr an This 
Good and described as ‘ignorant and from a lower social station’. ‘I E 
daughter, Susan, had previously had a pregnancy termination unbeknov s 
to her parents. Finally, Mr and Mrs Good were described as leading " 
full life together but suffering from a lot of ill health which had iid 
‘successfully screened from their children’. Mrs Good had ewe 
leukaemia, as well as other health problems, and these episodes with Jan! 
‘exacerbated her own illnesses’. The G.P. said she would be grateful for 
any help that could be extended to this family. é 
Ostensibly, then, the main problem had been defined in terms 4 
Jane's behaviour and the effect it was having on the family. From the D. 
of the letter, however, you can see what a small part of the story ae 
represents. Firstly, we were very shaken to read of mother’s chro™ 
illness and realize the fears about death that must be around. ia 
Obviously this was the most striking and distressing feature and > 
started wondering about the effect of it on them all, how conscious any f 
them were of it and how it links with the behaviour of the two girls. |» 
it is clear that it is not just the younger one who has been in trouble.) A7 
how could they be unaware of it? When we saw the family for the 
time, the disparity between their presented view of themselves an 
other messages conveyed to the therapists, seemed to increase. ed, 
In appearance they were unexceptional. The parents well-groom 
Susan dressed in fairly conventional office attire (appropriate to het i j 
working in an office), and Jane more shaggy looking with long hair a ites 
shawl over her shoulders. We were struck by their extremely P9 pi 
deferential and co-operative manner, not only to us but to each othe ^ 
Dicks’ ‘knightly, considerate, asexual man’ (1967) comes to mind an 
suitable description of the father, and we were struck also by our oy 
feeling of having to walk on eggshells, at the same time as frequen te 
feeling practically overwhelmed by the pressured flood of Mrs G-? à 
From the beginning, there was a sense of great fragility. tba 
Almost the first thing they told us then, in this first session, WĉS ved 
not only did both girls have boyfriends of whom their parents disapP? in 
but that Jane, like her sister two years before had had a pregnancy ter! and 
ation; that, as then, it had happened without their parents' knowled£" id 
in the face of constant warnings from them, which, said mother le 
in her having to go to a hospital for a termination through an uns" 
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it to be unsuitable and all our efforts were met 
In fact, the parents had only just heard 
about both these pregnancies and had been kept in the dark by the girls 
with the support of the family doctor, in order, we were told, not to upset 
them—to protect them in fact. The matter of protection seemed to be 


important. 
While both parents reiterated ho 


Mrs Good said that she did not nee 
'No, my wife has been, no zs a strong woman'. There was stress on this 


and on what a happy, caring family they usually were. Each member spoke 
of not wanting to upset the others, and it was already beginning to be 
noticeable how any exploration of feelings was quickly diverted, e.g. when 
Susan tried to get her sister to say how she felt, Mr G. immediately cut in 
to say ‘You must remember that Jane has had...’ and Mrs G. went into 

' a long circumstantial monologue of reproach which cut off any further 
The therapists mentioned the apparent need to 
as so marked and Susan said ‘I think the whole 
thing is because people were so protective’. She went on to explain, in 
effect, not only how suffocated she had felt by her parents’ attempts to 
bewildered she felt about the reasons for the 


‘cushion’ her, but also how l ; : 
Subsequent fights: ‘The reason for the arguments just wasn't there s 
more, it was just one against the other all the time, me fighting yi mother 
and both of us saying terrible things to each other an = p 
Why it had happened and why we were fighting eae J edi 
teason—I used to go to college emotionally upset anc re? y 


Lam E 5 
all this was about’. 


association—we knew 
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the sake of the girls.) On the parents’ part, there is stress on iE rn 
self-sacrifice, and the awfulness of their daughters’ boyfriends— unau” ‘i iD 
undesirable, can't stand him in the house, and so on; and all Y die 
emphasize that it is the girls and their liaisons which have caused a 
trouble, and that the trouble is all related to the last two years. nalies 
In contrast to this picture, however, there were the obvious mor 5 0 
of longstanding suffering and anxieties, great fragility, and st a 
secrecy and taboo. The parents, in particular, were desperately ty » 
sustain an idealization which even before the girls’ adolescence, 
rested on a costly denial. . | girls 
It seemed likely that, far from disregarding all the warnings, the P it 
had rather specifically realized their parents’ worst fears—or to R mit 
another way, acted out some of their very pressing preoccupations 3 vis 
sex, particularly perhaps about sex with undesirable men. HI ani 
further suggested and illuminated when mother, in the same ses she 
spontaneously gave us an account of her background. ‘My father He 
said ‘left my mother with my brother and I to bring up on her e 
left when I was old enough to remember. My mother, she was 2 two 
strong character, but she was in tears at breakfast. My brother was as 
years younger than I was and I was trying to protect my mother. nsi- 
three, it boiled down to the fact that my father didn’t want the resp no 
bility of being married and bringing up children, so my mother ae 
alternative but to ask her parents to bring me up, and ask his Ps to 
they were sympathetic to my mother, and they brought my brother . was 
a certain age. My mother went out and got the best job that ee y 
capable of doing. I was brought up by my grandparents, who I love p I 
but I was always aware of the loss of my mother, not being there». iy 


2 x ^e far 
was happy. My mother was on ver loving terms with my father $ he 
y g y " 


always—they disowned him because of his character, he was a bad * * 
was weak .... 


^ 


ac 
. n ia . " r charac 
Our attempt to relate this to the girls' liaison with ‘irresponsible cl 


f 
ti 
ters’ was quite vigorously put down by both Mr and Mrs Good- D dé 
this and the girls acting out is anything to go by, it would seem pe the 
preoccupation about sexually exciting, but irresponsible men any: 
disastrous results they were associated with, is a key one in this m. io 
The function of the secrecy, or semi-secrecy, by which the transa “void 
were carried out in the family seem to be related to the pressure > “ead 
discussion or awareness of feelings of a painful kind, and to — in 
other from them, a characteristic of the family's functioning d", y it 
dependent of mother's leukaemia, though doubtless compounde geul” 


The whole modus vivendi of the family, and the parents in pa 


s 
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seemed to be to stress the positive until less amenable facts erupted in 
such a way that they could no longer be ignored. 
The issue which remained in this session, unacknowledged, and in 
i which the therapists themselves were implicated, was the part played by 
the parents’ relationship and problems in the family dynamics, and in 
particular the nature and effect of mother’s chronic leukaemia. Although 
the subject of illness was mentioned many times, as was the ‘last two 
years’, our diffident efforts as therapists to get these linked and openly 
discussed were very pointedly diverted and subverted, mostly by father 
| interrupting and changing the subject back to Jane and Susan. Even when 
Susan (who repeatedly seemed readiest to voice or explore taboo topics) 
did come close, suggesting that perhaps her father would like to mention 
that since she was six her mother had had a personal health history which 
was very involved, then it was Mrs G. who responded, saying ‘In the usual 
| way I forget my health’ and going on to speak of the fact that it was two 
years ago that she got offered a job! In fact we later learnt that she had 


been paralysed with depression. 

At the end of the session we were left, firstly, with the uncomfortable 
awareness and technical problem of still being party to this unspoken 
‘knowledge’. Secondly, we were left with the theoretical question as to 
how much it was the fe about this knowledge that might constitute 


the central avoided theme. é real events and the 
fears associated with them, could simply serve to confirm and elaborate 


earlier and more longstanding unconscious per er prar wen 

deri S d fantasy of the parents and sugges ed in the f 
ved from the shared fantasy Of © ore 

9f the girls’ acting out. The behaviour of the girls’ could be conceived 


i i ible issue of their 
af i i 1 and avoid facing the possi 
s Hide Id be thought that secrets about her 


mother's illne -natively it cou I 
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determined effort to explode some of the mystery. ‘You sce it's all this 
air of not saying anything and mystery and... it’s important, it’s under- 
hand...it’s...’. 

The illness was not talked of, openly, until the third session. It was at 
the beginning of this session that Mrs Good finally poured out the storys 
and it turned out to the amazement of us all, that everyone knew already 
including Mrs G. (not only unconsciously, but quite consciously!) No 
one realized Mrs G. herself knew. She had known for three years after 
dropping her file at the hospital and then reading that she was diagnose? 
as having leukaemia. Mr G. had been told by the doctors long before that. 
The family doctor had told Susan by way of reproaching her for het 
behaviour and the effect it could have on her mother, while Susan hae 
told Jane for much the same reason about a year previously. From the 
beginning, then, there are certain obvious anomalies between the way the 
family tries to present itself and the state of affairs as it appears poiat 
relative outsiders, i.e. the therapists. If this is a continuing and repeatet 
D n m c rp evidence, then bos e 
So ih, hu nme an seemed sofa amily myth and begin to identily sol 
cue ae: y : perceived in the family members’ joint representat!” 
ihey E rey world, of the way they view themselves, the ue 
coy but which at the same time, to the clinical observer appr y 
s er up, distort, deny or otherwise defend against other unacknowledE^. 
sain inpune c The presentation of the myth and the defen” 

Sn al m associated with a high degree of anxiety. E 
the family’s (arose. sea to identify and add other element? ia 
the sessions with a i emerges more clearly. ‘I'he technique’ is 
and the detencea a "n for arriving at a formulation of the a " 
mendous anxiety b : sc — s was to pick up the family ost! 
to us For campie, a a ew ay that it was reflected in their appi to 
contradict, openly q part ikom: busang, Wey seemed wap una? gid 
although eoe E T du therapists $ so 
dead by the oe ah ourselves frequently ys 
particularly to do with Mrs G ^e illness Cun a exploring iy 

ici j me ss—that we ha at dl 3 
bene what was clear to us. Because of our cfforts to E onccptualit 

ynamics of the family, there were times wl , sted 
perhaps instead of sticking more firmly to ja ee din amily 
members’ anxieti nmenting O jc a 
now. For roe, ie ied rs ei aie our intimidating set-UP» ar a 
use theory wi ed the fundamental issue of how the therap? ith 
y without letting it use him, as it wer lerne dti terfere w 
what the patients’ messages are. ii pein n 
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me formulation we did come up with was this: 

he mythical elements see e ai i 

from the irls ee aes dads a " G » ps € dies 
eg beha g the last two years, we are a happy, united 
and loving family. More specifically, this is enacted through emphasizing 
mother as the strong, controlling and ruling force in the family compared 
to father who emerges as good, strong-charactered, illness-bound and 
(apart from periodic outbursts) very meek, while the girls’ liaisons with 
sexually exciting, but irresponsible, boys is seen to be the cause of all the 

trouble. 

What this avoids is th 
vulnerability existing in the p 
hypothesized that the feared theme had 

| very damaging and catastrophic outcome 


| In this view, the real threat of death was a dre 


e threat of death, and the violence, fragility and 
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couple to their marriage and a constituted dynamic substratum of their 
uently formed family. i 
E Gale the defensive needs were served by the father Dr 
weak and immobilized by illness while the mother's more lethal oa 
was avoided and denied in a flow of manic activity and in her Mea 
role in the family. The next step as we sce it is to examine more ere i 
how these concepts can be seen to operate in the family s —-— on 
the therapists and the behaviour of the session. What is produced de 
therapists’ efforts to formulate the dynamics of the sessions in wi 
terms? Is it possible to observe changes in the anomalous behavies a E 
do hidden themes emerge and get tested in such a way as to enable ? 
expanded area of functioning and effectiveness? 2. aat i 
The technical problems related to working with the family’s gr dil 
as it is presented and experienced in the immediate situation 3 nil 
session, constitute the subject matter of subsequent papers, and repr ing 
more where our energies have most recently been engaged. In pica pee 
‘on the front line’, ‘in the heat of the battle’ as it were, the concept? oir 
has found helpful, in gathering together the rich material with which par 
families present us, can serve us well if they are kept in their place our | 
not allowed to dominate the scene. They should help us to enlarge i : 
vision and expand our understanding not to tie it up and foreclose upo "WM 
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Family therapy outcome research 1972-8 


Bryan Lask* 


journal concerned 


At a time so auspicious as the publication of a new 
less pertinent 


ini family therapy, it may seem churlish but none-the- 
dris gn effectiveness of such a treatment. In 1972, Wells, Dilkes 
stolis ri RC al reviewed the literature pertaining to the 
je Incem amily therapy. Of 18 studies which met minimal standards 
aba nidis the review, only two (from the same research project) 
€ considered adequate in their research design. 
: Langsley and his colleagues (Langsley, Pittman, Machotka and 
Flomenhaft, 1968; Langsley, Flomenhaft and Machotka, 1969) reported 


that when 300 mentally ill adults applied for urgent hospital admission, 
| group of family-centred treatment, 


150 were allocated to the experimenta 
and the other 150 were admitted to hospital. At six month follow-up, 
data on 909/ of the total was available. Twenty-nine per cent of the 
hospitalized controls had been re-admitted within six months, whilst 
3% of the experimental group required admission in the same period. 
The median of days lost from normal functioning was five for the experi- 
mental group, and 23 for the control group. It was concluded that the 
.«mily-centred group had functioned as well as, or even better than the 
ontrol group at the follow-up, and were less likely to have spent part of 
-hat time in hospital. In additio jent in the experimental 


n, the average pat! i i 
šroup was returned to role functioning two weeks earlier than patients 1n 
the control group. 


I have scanned the literature to the middle of 1978 with a view z 
ringing up to date the original review and for the sake of uniformity 
‘ave applied the same criteria. In summary, these are that: 


(1) There should be a clear definition of the treatment used, ia 
should consist of the predominant use of conjoint family interv: i 


(2) Families should be randomly assigned to experimental and control 
ant variables. 


groups. : 
_(3) The two groups should be matched on all import 
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(4) There must be a clear definition of all outcome measures used. 
(5) The follow-up period should be adequate (minimum six months). — | 


Sigal, Barrs and Doubilet (1976) have discussed the difficulties in devising 
an outcome study fulfilling these criteria, and commented on the various 
ways in which the findings may be interpreted. 

I have excluded outcome studies of marital therapy which were last 
comprehensively reviewed by Gurman in 1973. In addition there 15 ? | 
large literature on family interaction research, but as yet there is little | 
evidence to dispute the conclusion of Epstein, Sigal and Rakoff (1972) 1 
that the importance of interaction per se as an indicator of therapeutic — 
progress has not held up under critical examination. For this reason 
have not reviewed interaction research though those who are intereste 
should refer to Riskin and Faunce (1972). 


Findings 


It is startling to discover that since 1972, there have been only Rs 3 
published reports of family therapy outcome studies which fulfil all the 
above criteria. Many other studies which have been published su eh 
from poor research design, and the claimed results require substantiation, 
For example, the Philadelphia team have reported outcome studies : 
family therapy for a variety of childhood problems (Minuchin, Baker} 
Rosman, Liebman, Milman and Todd, 1975; Liebman, Honig and Berga 
1976), but exclude details of the methodology, fail to define criteria yo 
improvement, and have not used control groups. This is disappointing’ 
because the results claimed are spectacular. , f 
Other researchers have acknowledged the deficiencies in the desig? 9 
their studies, and discussed the problems of methodology in the conte* 
of their findings. Northey (1974) in her pilot study of the use of an instr 
ment designed to measure family variables and assess change over bri 
both outlined the aims in advance, and used a control group. She note 4 
significant improvement in favour of the experimental group families t L 
four out of six parameters, but makes the point that neither that stu c j í ' 
any other has shown change in the family outside the treatment 
experimental setting. 
Sigal et al. (1976) have reported a retrospective study cO! ilies 
families treated in conjoint therapy for about a year with other ay" all 
* At the time of going to press, a comprehensive review and discussion P. of 
the outcome studies of non-behavioural methods from 1971 to 1976, regane" and , 
methodology, appeared in Family Process (1978, 17: 251-274, R- Wells 
A. Dezen.) 


paring 
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erie further contact with the same clinic atter no more than two 
me ee study ree of the criteria used by Wells, Dilkes and 
Privelli (1972), the first, third and fifth. The main difference found four 
pete later was that the treatment group reported more new symptoms, 
aust both groups reported improvement in the presenting symptoms. 
. Sre IS a valuable and detailed discussion regarding the complexities of 
Interpreting the data. 
Ro-Trock, Wellisch and Schooler (1976) reported an elaborate study in 
Which family therapy was compared with individual therapy for 28 
hospitalized disturbed adolescents. Whilst the unduly brief follow-up 
(three months) revealed a better outcome for the family-treated group, 
the results were based on a telephone interview without repeating the 
Original measures obtained from an assessment battery. The fallacies of 
Outcome measures based on self-report are well-documented (Sigal et al., 
1976), 
Alexander and Parsons (1973) have been far more successful in fulfilling 
the criteria outlined above. In comparing two methods of family therapy 
With a no-treatment control for delinquent teenagers they carefully 
¢fined the treatment methods, and the desired aims. Families were 
randomly allocated to the three groups. Follow-up varied between six 
and 18 months. They also linked family interaction to outcome measures. 
he results showed that short-term behaviourally-orientated family 
therapy created a significant reduction in maladaptive interaction patterns, 
and a significant increase in reciprocity and clarity of communication 
vhen compared with the other groups. In addition the same significant 
i erence held for the outcome measure of reduced Sae ei dá 
"inally, Gould and Glick (1977) whilst studying the : rs 
Presence of a family during hospitalization, also evaluated the useful 
i "n ; for hospitalized schizo- 
brief family intervention on global outcome : P poro 
Tenic patients. The patients were assigned to y d weird 
SOUp received weekly individual family therapy, the — "s 
the Same as the first group plus weekly multi-family group therapy, 


fourth group had families but acted 


itd group had no families, and the LAUR 


wÀ à i z tisfactory. 
s The matching was satisfa 
* no-treatment control. The matching ifference between 


were in ive, and failed to show a significant d oe lin 
any of € ide dae for the third group which generally did w e 
i art that a series of family therapy outcon 

blished both from Canada (Wrate, 1978) 


Black* is completing a controlled trial of 
eneral Hospital, 


Stud; 1S encouraging to know 

an, 58 are shortly to be pu 

"d the United Kingdom. Here, one 
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d esex, 
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family therapy after bereavement, whilst a team at Great Ormond Street 
is comparing the value of family therapy and behaviour therapy in the ` 
management of childhood soiling. Both approaches appear to be effective 
in about two-thirds of the cases. Lask and Kirk (1979) have shown 1n : 
controlled trial of family therapy in childhood asthma that the family 
treated group did significantly better than did the control group at ? 
onc-ycar follow-up on various parameters. 


Conclusions ) 


It is disappointing that there should be such a dearth of adequate awan 
studies, particularly in that the indications are that family therapy Can. e 
a most effective form of treatment. Therapy that is demanding, expens!’ 
and time-consuming needs to be evaluated, and we must be wary P 
treading the same uncritical path as proponents of other iacet 
modalities. It would seem that it is the means rather than the will that : 
lacking. Apart from the obvious flaws of omission of control group" 
inadequate follow-up, and failure to define aims, the main problem seem i 
to remain how to determine improvement. More research is m. 
along the lines of the Alexander and Parsons (1973) study, which i 3 
change in family interaction with clear outcome measures. An du 
measurement of improvement is symptom resolution though this 15 i 
to the argument that it does not necessarily indicate improvement in pa 
family as a whole. This leads to the debate as to who is the ‘patient , - 
family or the referred individual. In addition, we need to know wheth 
there is symptom substitution in other family members. Pucker 
(1974) has used repertory grids to evaluate outcome, and although dot 
findings were generally inconclusive for a variety of reasons, the !? ts 
child appears to have improved, and this technique certainly wem 
more detailed investigation. Kinston and Bentovim (1978) have descr! " 
the use of a ‘focal hypothesis’ as a reference point for therapeutic prog 
and as a source of prediction for assessment of success or failure ° 
treatment. This would seem to be a useful link between interaction 9e wc 
outcome measures. ch 
It is hoped that the birth of a new journal will stimulate more resem 
into all aspects of family therapy, and more debate into the undoubt 
difficulties of such projects. 
sick 


* Personal communication from Dr Naomi Richman at The Hospital fot 
Children, London. 
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Abstracts 


The editorial group discussed at length the idea of having a section in 
the journal for abstracts. We decided that there were sufficient abstracts 
Concerning marital and family therapy available and that we would not 
add to these. However we did develop an idea that family therapy needed 
to be fertilized and stimulated by ways of thinking from outside of the 
Writings directly related to studies of the family and marriage. What we 
have in mind, is that we could look at fields both adjacent to and distant 
from our own and ask the question, is there something here that might 
have an application or relevance to the theory and practice of marital 
and family therapy? We are therefore devoting a section of the journal 
to abstracts and have commissioned a number of colleagues to look at 
Certain journals with the above purpose in mind. However, we would be 
Most excited by submissions from the readership of brief abstracts of 
anything that has been read and which is unlikely to be within the normal 
reading material of a family therapist, but which has relevance to the work 
of helping families or marriages in trouble. Our wish is to establish 
Pathways for "lateral thinking’. 

EDITOR 


Families: Parental attitudes to family assessment in a 
child psychiatry setting 

Churven, P. G. 

Journal of Child Psychology and Psychiatry (1978) 19: 33-61. 


This paper describes an investigation of parental attitudes toward family 
assessment in connection with a forthcoming initial appointment at a 
child psychiatric clinic. The families of 25 new clinic referrals were 
interviewed at home, prior to their clinic appointment, and their attitude 
to family assessment sought. This interview produced improvement in 
Subsequent clinic attendance, Particularly by fathers, as compared to a 
Comparison group of 50 families that received a standard clinic appoint- 
ment letter only. Most interviewed families (80°,,) stated they were pre- 
pared to be seen as a family, although fathers were more reluctant than 
mothers and less than half actually attended the clinic appointment, 
Most parents would have preferred home visits for family contact but 
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only one-third felt this essential. One-quarter of the Gaile segue 
out-of-hours appointments as an essential requirement for via dense 
ment. Dr Churven concludes that the majority of families wil On mer 
in family assessments if specifically invited, and that most of ban quat 
fail to attend a clinic may co-operate in the home setting, out of wo 
hours. aj ns 
Dr Churven's area of investigation is an important one. 1 he rd 
of non-attendance at the assessment interview and of getting the ovides 
family to come are well known to all therapists. I his paper ae plus 
some information on the consumer’s point of view. Family : Pre rt 
therapy is a relatively new way of working with referred pen ira vas 
and many families, as well as therapists, are reluctant to change xcglecte 
The importance of the first contact with the family and the often E ical 
question of preparation for the clinic contact arc emphasized in this view 
It seems clear, as Dr Churven observes, that the rescarch — 
produced the improved clinic attendance, and he discusses the ee 
mechanisms for this. In this respect I consider it relevant to pr c be 
the interviewer was himself an experienced therapist, albeit. e cai 
refused to discuss the child's or family's problems at this time. The nil 
fact that he generally got to sec, at the initial contact, the a a 
(or certainly both parents) may well have been of prime capere 
‘setting the scene’ for future work. However, home visiting bet : 
assessment interview is not a practical possibility for many eta i 
Dr Churven also raises the possibility of educating referral agenci! 
phone contact as possible strategies regarding family preparation. familY" 
The results of this investigation merit consideration by all f4 con 
centred agencies. Knowledge of the family's point of view, clo exible 
munication and preparatory work on the part of the clinic, and ortan! 
ways of working (including home-visiting) would all seem imp th 
factors when attempting to arrange family assessment. However ^ ct 
must be balanced alongside the fact that some families will ph 
together in this way, and it remains an open question as to how P ipg’ 


; NEA s romo 
understanding and effort on the part of the clinic is optimal for pro” 
successful therapy. 


" 
PETER LOAD» 
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Behavioural observations of abused children 
Harold P. Martin and Patricia Beezley 
Developmental Medicine and Child Neurology (1977) 19: 373-387. 


Since Kempe in 1962 raised concern about child abuse, much effort has 
been made to protect the lives of abused children and to help their parents. 
In Many cases, the children have been returned home without subsequent 
Serious physical injury. The authors of this follow-up study, four and a 
half years later, of 50 physically abused children (age range 22 months to 
13 years) are concerned with identifying the long-term effects of physical 
injury on the emotional development of these children and with separating 
Cut the effects on the child of the physical trauma itself from that of the 
environment in which the abuse took place. Despite having experienced 
No further serious injury, this group of children showed impaired ability 
for enjoyment (66%), with serious behavioural symptoms (6295) and low 
Self-esteem (52°,). Some were withdrawn (2495), some were oppositional 
(24%), others were hypervigilant (2225) and showed compulsivity (22°%). 

¢structive behaviour and withdrawal were associated with school 
learning problems. Precocious, pseudo-adult behaviour, often regarded as 
à common characteristic of abused children, occurred in 20% of the 
Children and was correlated with a higher than average intelligence test 
Score (117 in comparison with median IQ of 98.5). 

It was found that the frequency and severity of these children's symptoms 
did not correlate with the type of injury or the age at which it was inflicted 

ut did relate to five groups of environmental factors. They found a 
Significant relationship (P = 0.05) between the disturbance of the child 
characterized by the number of his symptoms and the number of home 
changes—34%%, of the children had from three to eight home changes from 
the time of the identified abuse to follow-up (mean period four to five 
years). There was a similarly significant relationship between behaviour 
maladjustment and the instability of the child’s present home (P = 0.05), 
32% of the children living in a home where there was a chaotic social 
Structure, multiple moves, unemployment and poor household manage- 
Ment. They found parental emotional disturbance sufficient to interfere 
Significantly with daily functioning present in 72% of natural parents, 
and divorce or parental separations occurring in 58% of the families, 
“or 4895 of the children the environment in which they were living 
Continued to be highly punitive, with excessive physical punishment and/or 
Verba] rejection and hostility. 


his paper underlines the serious consequences of poor Professional 


96 Abstracts 


management and resources which lead to the prescription of separations 
from home which may protect the child from further abuse but result i? 
him being subjected to multiple changes of carctakers. 

The authors also point out the danger of limiting therapeutic goals te 
the physical protection of the child and improvement in the psychic life 
of the parent. It is considered erroncous to assume that treatment of Ue 
parents’ problems will solve the child's problems. Treatment must be 
aimed at alterations in the parent-child relationship and in obtaining help 
for the child himself, including consideration of fostering and adoption 
In their Center for the Prevention of Child Abuse and Neglect in Denver 
Colorado, they include in the various treatment programmes a pe 
programme to intervene in parent-child interactions by working du! 
parents and children together. 


CAROLINE LINDSEY 


ape 
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Book reviews 


Lily Pincus and Christopher Dare, Secrets in the Family. Faber and Faber. 
Price: £4.50. 


In a recent presentation at the Tavistock Clinic, Lyn Hoffman talked 
about the family therapist’s struggle to capture in theoretical form what 
he Experiences in his bones when he works with dysfunctional families. 
She called it metaphorically, the ‘thing in the bushes’, elusive, hard to 
track down, you have it and it disappears again. A number of different 
Psychological traditions have attempted to make the definitive description. 

he systems theorists use ideas such as communication patterns and 
double finds as described by Bateson. Jackson described family homeo- 
Statis, Minuchin enmeshment of families, and Haley perverse triangles, 
triads and cross-gencrational coalitions. 

These are all useful models but the thing escapes. Some of these models 
are too static, others are simplistic, whilst others leave out too much of 
the dynamic movement across time which characterizes our ghostly 
family thing. Perhaps systems therapists have been far more interested in 
Changing the family, rather than what its essence is. Their theories under- 
Pin their actions in changing the family, but does not describe its nature 
nor how it achieved its form. 

Dynamic theories which are concerned with and arise out of shared 
*Xperiences with individuals and families may illuminate our search further, 
and ideas such as Ferreira's about family myths (Ferreira, 1963, 1965), 
Boszormenyi-Nagy's description of ‘invisible loyalties’ (Boszormenyi- 
Nagy and Spark, 1973), Bowen's ‘undifferentiated ego family mass’ 

Bowen, 1961), or Zinner and Shapiro’s ‘Family as a single psychic entity 
Btves some further substance to our thing in the bushes. 
The British dynamic tradition has focused far more on an attempt to 
‘scribe the intimate structure of the psychic glue between people, 
Specifically mothers and infants, or couples. It is like looking through a 
Microscope at a part of the family thing—a sub-system, not the whole. 
wp, ielas Fairbairn's idcas on object-relationships have been applied 
tien Skill to marital. relationships by Dicks. Bowlby s attachment 
ries; Winnicott's transitional objects; Balint’s basic fault and Klein's 
Projective identification all have a place in understanding what goes on in 
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"e : shich 
the space between individuals and the shape of their ne a ner 
becomes internalized and gives a sense of security and enables the 

's potential to unfold. --—- ge 

M ee there is a real danger in confusing our thing in the Mem 
with something which comes out of our own heads and is really vee fi 
or a sort of shared illusion. Lily Pincus and Christopher Dare have nan 
grasp of the issues and have added to this British tradition of M. They 
psychology the three-person psychology of the oedipal ae seen the 
point out that when Freud retreated from his theories concerne : only 
actual seduction of children by their parents, to theories beet | his 
attributed sexual wishes and fantasies to the child, he ee Red 
successors from looking at the real sexual behaviour of parents and perm 
through their development. There scems to be a taboo on seeing a m 
fulfil themselves beyond the oral and anal stage of development. ‘The the 
no difficulty in seeing babies enjoy the breast, or toddlers the pot, bit cy: 
oedipal phase of phallic sexuality is quickly lost in a phase of soem 
Pincus and Dare describe the way that the private, secret, erotic atmosP ‘ett 
of the family is a very real and essential part of its life, The appropr ts 
intensity of sexual relationships between parents, and between p als 
and children has an important effect on the developments of indiv! 
within the family and through their life-cycle. 

The authors describe the vicissitudes of 
series of extremel 


s „ough 4 
oedipal relationships throug? | 
y well told and co 
how perilous is t 


; us 
nvincing family stories. They show ^ 
he tight-rope between normal and abnormal develop, 
and how an excess or a lack of crossing the sexual boundary bet ua 
generations can lead to Secrets and myths which can cripple an indivi 
and his subsequent authors state that ‘secrets uS iy 
» Or tacitly shared with others, or unconscio ion 
Subscribed to by all family members, often from generation to generat a 


itse 
comes to perpetuate 1t$ 
Ponses and behaviour’, 


r 
'The book Systematically explores this life-cycle through chapt f 
headed: The Development of the Person, ‘The Secret Contra 
Marriage, Making Room for t 


R scomm? 
he Baby in The Family, The Child ee 
Oedipal Phases, The Sensitivity of ate! 
Adolescents to Parental Fantasies and The Parent’s Responses 


à ^ ES 
Adolescence and Identity Formation, Marriage and the Mid-life Seuil $ 
Loss Separation and Death. 


cgo : er. 
i This is a relatively short and very $ ase 
written book. It is free of jargon, and the concepts that are US 
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clearly explained. T'he book can be recommended to readers at all levels— 
beginner and advanced. It is packed with insight and wisdom. There is no 
Systematic exploration of a particular therapeutic approach, but the 
Principles of dynamic work in general are implicit. T'he emphasis is on 
the search for meaning, the integration and opening up of past and 
Present, the freeing of the individual from his own oppressive secret past 
through the creation of a new present by a re-parenting therapeutic 
relationship. 

There is a good deal of pleasure to be gained by the ideas discussed in 
this book, however, there is some disappointment in the authors ignoring 
the relationship of their ideas to current systems thinking. The thing in 
the bushes needs to be stalked from a number of different directions at 
the same time. We can see that the thing is full of erotic feelings, longing 
and fantasies which are shared to create a sort of mythic beast. However, 
9n a different level there are relationships with Haley’s clearly stated 
theories about the functions of triads and the effect of coalitions across 
| &neration boundaries which seems highly relevant to the issues described 
In this book. There is also a powerful paradox in the sexual relationship 
between parent and child that is not a real sexual relationship. Bateson's 
ideas of the frame that defines a relationship, is important here. The 
Statement which defines the communication between parent and child, is 
that there needs to be an optimal distance yet sufficient closeness for 
intimacy, individuation, and safety. . . 

It would be interesting to explore what maintains the system working 
at an optimal level for all the participants and what makes it dysfunctional. 
Although we can see the outlines of our thing it still remains elusive 


and hold its secret. 
Olds on to its secret ARNON BENTOVIM 


Edeltrud Meistermann-Seeger, Gestórte Familien. Munich. Verlag C. H. 
Beck. 1976. Pp. 189. No price. 


This book, whose translated title reads ‘Disturbed families: family diagnosis 
and family therapy’, is a comprehensive, well thought through account of 
a diagnostic and therapeutic programme developed by the author and her 
Colleagues at the Institute for Family Diagnosis and Family Advice in 
Cologne. It is complemented by an analysis of the biological, sociological 
and psychodynamic development of the family or, rather, what the author 
conceives of as ‘the family as an organism’ as well as of the individual 
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members of the family. The programme uses a standard pair E 
physical, psychological and clinical examination of all family pede 
and the presentation of the results and treatment proposals to n Ti is 
Following consent, the child is taken into individual analysis w vni 
conducted in such a Way as to exclude any possible parental in if ihe 
impinging on the analyst. The parents are required, as a condition ¢ The 
child’s treatment, to undergo individual or group punc ying 
apparent paradox of calling this family therapy is clarified by the follo 
model: 


: ec 
`, 4 z ó served 1n th 
(1) The gestalt 'parents as a pair' is continuously observed 


: > “Pi awaria £o tHe 
analysis of the child through the analysis of the transference 
therapist. 


(2) The same room is used for all the s 
is to say when more than one child 
so that the room cont 

(3) The therapists form 
through’ and this is t 
into therapy, 

(4) The parents are thought of 
therapy which facilitate fut 


The book is a clearly presented account of a psychodynamic um 
to the child and the family which is quite widely observed. ‘The pe 
the family is believed but the step of edi 
i ossibilities of Seeing the family as the su n 
of the diagnosti ent activities of the therapists, is not p in 
haracteristic of the approach to the hor " he 
r rest of Europe, but it is representative O° he 
tensions between wholehe mily approaches and hovering am 
that all individual therapists can expericn® 


cE 
HEINE SCHUF 


“auan (that 
essions with all the children ( : 


of the family is taken into analys 
ains the ‘traces of the other child’s ei 
à group which “fosters the parental n atl ; 
hought to bring the socialization process 9 

ir ows 
as undergoing developments in thet! 9 
ure family functioning. m 


Secrets in the Family 
Lily Pincus and Christopher Dare 


Secrets in the Family is about the 
life-cycle of families, with a focus on 
those phases which involve great 
change and give rise to incestuous 
fantasies. £4.50 


Faber & Faber 
3 Queen Square, London WC1 


Two day Family Therapy Study Conference 


‘Thinking about what we do, 
and doing what we think? 


led by CARLOS SLUZKI, MD, Associate Professor of Psychiatry, 
University of California School of Medicine and 

PHOEBE PROSKY, MSW, Co-ordinator, External Teaching Programme, 
Ackerman Institute for Family Therapy, New York 


31st May to 1st June 1979 at the New Bristol Centre, Bristol 


This inter-disciplinary event will offer a unique opportunity to work 
with two Family Therapists who have contrasting theoretical and 
Practical approaches. 


Cost £22.00 


Further information and application forms from: 

Sue Walrond-Skinner, Family Therapy Teaching Services, 
Brook End, The Old House, Rectory Gardens, 

Henbury, Bristol BS10 7AQ 


A. C. Robin Skynner, MB, FRC Psych, DPM 


One Flesh: Separate Persons 


Principles of Family and Marital Psychotherapy 


ISBN o 09 460610 2 Hardback £8.00 


Some outstanding revieus: 

o“... the most comprehensive and best 
basic text out thus far in the burgeoning 
field of family theory and therapy”. James 
L. Framo, Ph.D., Professor of Psychiatry, 
Temple University, Philadelphia 

9'"...a vast treasure trove for the cx- 
Perienced therapist... This is the best 
book we have that summarises the current 
state of family therapy”. Vincent D. Foley, 


Ph.D., International Journal of Family 
Counseling 


pon a variety of theoretic 
Y, exuberantly, and power- 
Style is vigorous 
ering of difficult 
admirably lucid; 
re rich in their 
and of theoretical 
an introductory 
n more value to 
both family and 
Leonard Gardner, 


exposition of technique 
insight... intended as 
++. It may be of eve 

the experienced therapist, 
individually oriented...” 
the Psychoanalytic Review 
©"... intended as 
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tical guidance, but 
much 


an introduction, com- 
al over-view with prac- 
in effect it accomplishes 

readable , . . 
and practical value 
d g eren and 
nderstanding, W, L, Parry 
Jones, M.R, - Psych., British Journal of 
Psychiatry 


€"... well organised 


i and readable , , 
Sents concepts simpli 


pre- 
fied in a way that does 
not lose meaning or lead to distortion . . a 
reflects his own Mastery of varying ap- 
Proaches and his ability to Present them in 
an integrated form", American Journal of 
Psychiatry 
o “Some of the family interventions de- 
scribed read like an enthralling Psycho- 
logical art form collectively created |, 
eclectic but rigorous , bove all he ac- 
cords the family a Profound and deeply 
warm respect", New Statesman 
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USA edition N.B. Title chan 
Brunner/Mazel Publishers, 1 


ged to Systems of Famil 
9 Union Square, New York, 


< £5.00 
ISBN o o9 460710 9 Paperback £5-0' 
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research and practice , . . whic Domina’ 
invaluable guide . . .’’. : Jack the Roy" 
P.R.C. Psych., Proceedings of 

Society of Medicine 


t eve 


from 
awn Mia 
-+@ unified exposition . . - deo take ti 
riety of approaches . . . shou ok for S 
: as a fundamental text boo! Fath 
concerned in marital ceunsellihE, Hospi 
Louis Marteau, British Journal o 
Medicine 


pl 


sap an 
cise May 
© “Unique in providing a clear, Ey thera? 
easy-to-read introduction to A p work i, 
-.. Anyone interested in mS d recs 
will find a gold mine of ident readin re 
ques . . . I thoroughly enjoye ften for 
book and shall return to W iata 
freshment and new ideas”. Upe peco” 
se will be^, 
9"' his textbook (for I'm sure it “hings 
that) is one of those rare Yd vie 
authoritative study that will bei isciP pd 
far beyond the bounds of his QW ulatin ‘ha 
- ++ there is so much that is SONS k trj 
compassionately amusing in xA Te 
am tempted to go on and? ho 
you want any more (as you wl 
you must read it yourself”. Ro 
server 


G 
woa 7 
10 Orange Street, London 
Tel No: 91-930 0801/7 
' and Marital Psychotherapy 
N.Y. 10003 USA 


np 


THE TAVISTOCK CLINIC 


in conjunction with 


THE TAVISTOCK INSTITUTE OF 
HUMAN RELATIONS 
SCHOOL OF FAMILY PSYCHIATRY AND 
COMMUNITY MENTAL HEALTH 


ADVANCED TRAINING IN 
FAMILY THERAPY 1979/80 


Applications are invited for a multi- 
disciplinary clinical training in family 
therapy for experienced therapists 
Who are currently engaged in family 
therapy and have interest in develop- 
ing their own training schemes. 

A 2 day per week programme will 
include clinical work with families in 
the Department for Children and 


Parents with supervision using video 
tapes and one-way mirror observa- 
tion, together with theoretical and 
experiential seminars. There will be 
opportunities for members to teach in 
various training events. 

There will also be the possibility of a 
further year's programme. Closing 
date: 28 February 1979. 


FURTHER ON IN FAMILY THERAPY: 
OBSERVING THEORIES IN ACTION 
Cambridge, June 1979 


^ four-day conference will be held at 
Trinity Hall from June 25-28th, 1979. 
Contributors will include Ms Lynn 
Hoffman, Dr Fred and Mrs Bunny 
Duhl, together with a number of 
British family therapists. 

Emphasis will be on viewing the 
Process within family therapy ses- 


sions and then exploring this in 
terms of the theory and rationale 
governing various interventions. 
Work will take place in plenary 
sessions, special interest groups and 
small application groups where the 
membership will be encouraged to 
present their own work. 


Further details of both courses are available from 
The Executive Officer (Training), 
School of Family Psychiatry and Community Mental Health, 
The Tavistock Centre, 120 Belsize Lane, London, NW3 SBA, 
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Instructions to Authors 


» The Journal consists of articles that have not appeared, substantially, in the form 
submitted and have not been submitted for publication elsewhere. Such papers 
must conform to the Journal's standards of presentation and will be acceptable 
either on account of scientific originality and excellence or because of the 
general relevance of the therapeutic application. 


The Journal publishes reviews of relevant books, pamphlets and audio-visual 
material, It also publishes abstracts of original papers in books and journals not 
immediately relevant to the field of marital and family research and therapy 
but which contain ideas or information that serve to stimulate thought and 
innovation in those fields. 


+ Manuscript requirements. Manuscripts must be submitted in duplicate, typed in 
double spacing. As a rule papers are enhanced by a summary of between 100 
and 150 words to be included after the title of the paper. Tables and figures are 
only accepted if clear and intelligible without reference to the main body of the 
text. Illustrations may be unacceptable on account of cost and in any case 
Should be submitted as separate photographs marked so as their position in 
relation to the text is clear. Originality in form does not preclude publication if 
clarity is thereby enhanced. References must be given in the standard form 
appearing in the text under the name or names of the authors and listed at the 
end of the paper alphabetically by first author with the author's name or names 
in capitals followed by initials, date of publication, full title of publication, full 
title of journal, the volume number and inclusive page numbers. Thus, in the 
text, Miller, Geertz and Cutter (1961); Heimann (1950); Bell (1975) and Sartre 
(1943). Whilst in the reference list: 

BELL, J. E. (1975) Family Therapy. New York. Jason Aronson. 
LIEIMANN, P, (1950) On counter-transference. International Journal of Psycho- 

s, 31: 81-84. 

MILLER, W. B., Geertz, H. and CUTTER, H. S. G. (1961) Aggression in a boy's 
street-corner group. In J. P. Hill and J. Shelton (Eds), endings in Adalek 
cent Development and Behaviour: 352-369. New Jersey. Prentice-Hall. 1971. 

SARTRE, J.-P, (1943) L’Etre et le Neant. Paris. Translated by H. E. Barnes. 
Being and Nothingness. London. Methuen and Co. 1975. 
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titles begin with a capital letter, whereas article 
iven its first date 
is given with the 


Note that major words in book ion i 
titles hava capitals only on the first word. A publication is g 
of Publication, but the source used, in translations or reprint, 
date if publication of that source is given at the end of the references. 
Manuscripts must be submitted to The Editor, 4, Crescent Wood Road, London 
SE26 ORU, England. 


Reprints 


Authors submitting a manuscript do so on the understanding that if it is 
accepted for publication, copyright in the paper for the L nited States of 
‘Merica shall be assigned to the Association. In consideration for the assign- 
ment of copyright, the Association will supply 25 offprints of each article (except 
for Short book reviews or published letters on scientific matters). Further 
offprints may be ordered at extra cost at the proof stage. The Association will 
An put any limitation on the personal freedom of the author to use material 
Contained in the paper in other works which may be published in North America. 
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Journal of Family Therapy (1979) 1: 101 * ay /2- $e 
Ad Eu d n 
Editorial = 


This issue of the Journal is “The Proceedings of the Exeter Conference of 
the Association for Family Therapy, 1978’. The title of the meeting was 
Family Therapy: ‘Theories of Interaction and Techniques of Inter- 
vention’ and these themes are well-presented here. The bulk of the 
Conference was conducted in long workshops. ‘The papers in this issue 
are statements by the authors of the workshops. In the main the authors 
have expounded upon a theme, rather than giving an account of the 
Workshops. This was in keeping with the request put to the workshop 
leaders by the Journal Editor. In order to include as wide a representation 
of the points of view at the Conference as possible, this issue contains no 
Abstracts or book reviews and we are pleased that it is as long as it is. 
Analysis of the place of work of the workshop leaders given in the 
Programme of the Conference, shows that more than one-third came 
Tom outside London. We received but one paper from outside of the 
Metropolis and therefore we cannot be blamed for the imbalance in the 
8cographical characteristics of this issue. Membership of the Association 
hroughout Great Britain and editorial 


9r Family ‘Therapy is distributed tl 
t a source as 


Policy must be to encourage publication from as wide 
Possible, 
One of the consequences of the metropolitan bias in this issue is that a 
"Umber of the papers tackle issues of family therapy from the point of 
view of psychodynamic thinking. It is highly relevant to the present a 
amily therapy in Great Britain that this issue is given attention in the 
Ournal, 
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Re-editing family mythology during family 
therapy 


John Byng-Hall* 


Family mythology includes false or edited beliefs about the present 
which may be coupled with family legends which support those 
beliefs. Families are particularly likely to use their histories dys- 
functionally if they either see the present as an exact replication of the 
past or, in contrast, deny that the past has any relevance whatever. 
Re-editing myths involves enabling families to alter their relationships 
and their self perceptions. This allows a fresh exploration of the past; 
a process which can support and encourage further change. Case 
material is used to illustrate this. 


Nature of family mythology 


The term ‘myth’ is commonly used to describe either shared false beliefs 
about the prescnt, or legends from the past. In contrast to the false 
beliefs, legends or legendary myths are often considered to contain 
Profound truths: the oedipal myth provides a good example of this. Are 
these usages then describing two completely different phenomena? Or 
“an they be linked in a meaningful way? »" 
š Family mythology consists of all those shared family images and 
«ries which help give the family its continuing identity, but which under 
Ser inspection, are judged to be highly coloured. They are, as it were, 
like the man who was perceived as extra 


See ; 
En through tinted spectacles, 
father, 


E despite his heart failing, or the decorated ‘war hero’ grand 
- Never in fact saw any action. . 

9 return to the analogy of colour. Any one particular colour is created 

b ltering out the remainder of the light spectrum. If this filtering 1s tao 

Set Dsive mythology no longer acts as colourful heraldry but as a restrictive 

Of blinkers. As Ferreira (1963) points out all families need some 


yt ology, but too much deadens. 


= XX 
Asse Pe Tavistock Clinic, 120 Belsize Lane, London NW3 5BA and Camden 
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"NP ^ certain. roles to 
Myths about the present consist of attributions Fs enamel 
certain members of the family, c.g. ‘crazy one’, with all t b pos mere 
expectations. These images become urietiliibud — mongchramiei 
challenged. Sometimes the whole family may be cm ach. character i$ 
e.g. rose-tinted for a ‘happy family’. In other fami rA 
seen in sharp contrast, c.g. ‘black sheep’ and pure par à illustrate how 
To support these consensus images, stories are tolc m ‘hich led to 
their forebears, and they themselves behaved in a 2 c is inter- 
the present state of affairs. Thus past and present mut A e that case 
dependent. The family's current view of itself may ueri pfe in will be 
the past will also have to be seen in a new light. 'I he fami i re-cditing the 
given a new twist. This process can be called editing and this interplay 
past. Clearly there is some stability or homocostasis built y y by à 
between past and present because if stories are believed i unless 
number of different people in the family, they only shift tun dcm self- 
that is, the family is so divorced from reality that phantasy peo the 
perceptions. One is also mindful of how Hitler and Stalin re ie course 
past histories of their countries 
of history. 
Stories can take many forms, 
actual event are openly 
presented as true. F 


A aneing tl 
; as well as actively changing 


some 
ased on sof 
some although perhaps based might be 
i s “rs mif 
acknowledged to be richly spiced. Othe 
‘amily stories include: 
-iculat 
n. +e nun bya pariet” 
(1) Family yarns or tales. They are told for fun, often by à I ach n^" 


: x shuckle at €t a 
member of the family, say grandfather. Everyone can chuckle oom play 
€ yarns give permission to phantas!Z¢) 


claboration or exploit. Thes sly large’ 

With a variety of potential images. Heroes are often propt S a skin» 

than life and as a result are always just about to step on a pans ide 
ay indeed provide the punch line to the stories. ‘They 


-ovid 
which m p 
X ponsnukie su 
typed hero with his inevitable 
counterpart. 


at 


. apes?" 
excellent antidotes to the stereo 


(2) Fables or lies. Occasionall 
sented as truth. Most comm 
explain away a father’s abs 
member of the family may als 


aad pre 
y whole episodes are fabricated 194 y " 
only this is done quite conscious We 
ence in prison, A psychotic OT „ytholog” 
O start up a story which joins the ™ 
ent» 


. ev 
n some b ^ 
ations 


houl® 


(3) Family legends. These stories, 
are deliberately 
cause they cont 


again often based o ie 
and openly told and retold down the gen 


of 
ou . family 5 
am important messages about how the family 
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" . z -— 
£X not behave and how it should see itself. "They are presented as 
rue, but are nevertheless edited and re-edited by cach generation 


(4) Family secrets. An important way of ensuring that a story is told and 
retold, this time in private, is to make it a seerati Pincus and Dare (1978) 
describe how these can be either based on pure phantasy or reality. However 
even ‘real’ secrets, because they cannot be openly explored, become bathed 
in phantasy, or become re-enacted unwittingly. 

(5) Recalled events. Some events are recounted, often in response to an 


nquiry, in a way which shows that a real struggle for accuracy is going on. 
arc asked for their recol- 


Supporting evidence is sought. Other people 
ne } tters brought out. ‘This represents the family’s 
Rall aim discover what historians call historical actuality. Although the 
ar Mew mec will inevitably still be coloured, the aim is to inform not to 
The rinate, and so these should not be included in family mythology. 
: acy provide the building blocks ofa healthy family history. Fables, lies, tales, 
yarns, legends and secrets provide the story components of mythology. 


lections: photos and old le 


bce eee increasing historical accuracy is a move towards health, and 
. d is the underlying aim of much work with family history, to be 
Accurate is not necessarily to be healthy. Gillian Parker (in press) says that 
Phantasy per se is not the problem. If the phantasy, for defensive reasons 
y, it may be pathological. ‘On the other hand, 
gages external reality, enlivens 
For instance a ‘hero’ father 


po be tested against realit 
à ig benign use of family myth, phantasy en 
» and allows real attachment to take place. 
ated for a son through his mother’s imagery. 
oudly into his father’s uniform, but if the 
emi $ c identity will fail him, probably in adoles- 
ied Dewis et al. (1976) consider that unhealthy mythology 1s used to 
obser ‘ond distort reality. Healthy myths, they contend, fill in gaps of 
n ^i ation and provide a matrix of shared meaning. What is more they 
a eas rigid but can be changed. They are gentle and humorous, thus 
inn. for human frailty and not demanding that people live up to (or 
to) stereotyped images. 

penny myths have a function. As do myths which 
H ) discusses their function in maintaining family homoeostasis. Byng- 
describe how myths 


“all (1973) and Byng-Hall and Miller (1975) 


as H m ^ . 
cts of family life. For instance, a 
fears of suicidal 


ülled i : 

que in the war might be recre 

ie little boy can fit himself pr 
calization is too artificial the 


are rigid. Ferreira 


ras against the repudiated aspect 1 
"€ myth of 'We are a happy family may hide, say, 
Sen or of explosive conflict. Box (1979) elucidates the various 

ents of myth in detail in a family in which the mother had a lethal 
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WEN 73) secs the function 
illness which could not be faced openly. Steirlin (1973) i a and 
of family myths as either defending against the knowledge of pas 


J : ‘rapist can 
would suggest denial of empty depression inside. A skilled pomp ofa 
also find evidence of those hidden taboo themes, such as the anomaly 
feeling of doom despite the 
of a myth of harmony. 

To use the term myth involves a y. 
the anomalies and senses that wh 
truth, indeed he m 


face 
ict in the fac 
apparent gaiety, or covert conflict in 


- spots 
alue judgement. The engi Tole 
at is being presented is not a uite 
ay judge it to be a front used to deny po ern 
the opposite, or judge a Story to be largely fabricated. ‘Vo the p the 
however they are reality not myth. : 


: > to hel 
A therapist may be able to 
family to come to say, ‘We had 


» beliefs 
à myth that.. , in which case the p 
enshrined in the myth will no longer hold unchallenged sway. colour 
careful and skilled Process of discovering why the family came to 
their Perceptions o 


: the 
5 N srapist and 

f its members and of its past, the therapis 

family gain enormous insi i 


The paradox of myth as both false : be fi 

i the nature of the disguise reveals what is m im 

mes the rich phantasies that can be Vans af cach 
or no disguise. It shows what people thin 

other, 


ul "in oneration. 4T ©. 
ew way of bringing up the next generat ontinuitY 
homo? 
spouse 
amily 


Maintaining traditions, eo F 
€ms theory terminology t “a 
y can be negotiated by e» 
of their past to accommodate each set of inher! 


Static boundar 
sharing details 


Re-editing family mythology during family therapy 107 


tules, and then by recalibrating the boundaries to allow a choice of new 
but related set of rules for their new unit. Families who integrate their 
background in this way can often be treated without work being done on 
the family history. 

There are two main groups of families who use history in a dysfunctional 
way. Firstly there are those families that use it as a homoeostat against any 
change. The present is seen as inevitably replicating the past. In one 
family the mother predicted that her fourteen-year-old daughter would go 
mad when she was fifteen, just as her elder sister and her grandmother 
had done before her. The family script inevitably unfolded in its pre- 
ordained way. Secondly, at the opposite end of the spectrum, some 
families make a determined effort to exorcise the past; to eradicate it. 
hese families see themselves as starting afresh. Clinicians tend to see 
those families in which this manoeuvre has failed to work. In one family 
the father had come from a European country saying that his past was 
Now totally irrelevant and refused to tell his children about it. There were, 
Of course, dark hints about terrible ‘happenings’ and the family imagery 
about his past was very vivid. When he was finally persuaded to tell us 
about his past the finding was startling. His family of origin was replicated 
exactly by name and characteristics in the present family sitting in the 
room. Even the current family crisis was the same. This illustrated two 
Points about this type of family. Firstly, conscious attempts to change 
by just getting rid of the family history as a homocostat, rather than 
attempting to rewrite or re-edit it, brings in other unconscious mechanisms 
to replace it. An example of this is projective identification whereby an 
Individual subtly induces another person into taking on the identity of 
‘inner family’ members and to dramatize some 
by not being given a picture of the past, 
ate themselves from those 


One of the projector's 
aspects of that identity. Secondly, 
the family members were not able to differenti 
old parental images. Knowing about the origins of their parents’ expecta- 
tions gave these children some capacity to find an appropriate historical 
Context for themselves, and hence to take up the option of being different. 


Identifying families that need help with the past 


As with any other family function, the therapist needs to discover whether 
the family does handle its history in a dysfunctional way. The simplest 
Way of doing this is to ask about what was happening in the life of the 
Parents at the age at which the identified patient’s symptoms started, or in 
the grandparents’ lives when they were the age the parents are now, 


These questions are usually very revealing in terms of the information they 
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x nt, is 
elicit. The attitude to the question, however, as well as uber ae ds 
important. "The replicating families will we C mat vin 
is happening now is an inevitable result of the past. The d p oat parents’ 
course, be in a mirror image form, i.c. precisely the Aa - by the past. 
childhood. In either Way the present is determined precisely t dius 
Those families who deny the past will often vehemently, ns ps SEE 
angrily, deny that the present situation has anything D badi 
with any part of the past. These two groups of familics, as nas i Beo 
Suggested, need particular work in integrating: past and c n ave 
Another important group of families that requires bain on ipto 
those whose past is full of pain or loss, or perhaps have ds ; Opera- 
traumatic loss. Their unmourned past intrudes into the pros i although 
tional mourning as described by Paul (1967) may be required ¢ 
this is not the topic of this paper. Rmeetitn 

Those families who can grasp that there is some sort of cor 
between their problem and the past, and 
are intrigued by it, are likely to be 
much more easily. 
working short term, 
he can choose to use 


"ce matiifé 
although unclear as to its een 
able to re-edit their view of Ti 
With them the therapist can then choose, i istory» 
to ignore the history, or if his skill is th using "i help 

the family’s particular insight into their past ssary 

them change their Present. The diff cll 

piece of work but 

both for the thera 
The work 


s 


erence is that it is no longer a ao fe 
4 particular tool which is effective because it works 
Pist and for the family. A family 
of re-editing past and Present should alternate. = can be 
ram (Lieberman, 1979) is a valuable tool. l'his NUUS 
compiled early in the treatment, Perhaps in the second or third siots 
After a shift in the family System has occurred, perhaps several cee be 
later, the relevant Piece of family history related to that shift pm 
re-examined, Sometimes this review of the Past can also throw lh 
memories and feelings Which can add impetus to the next change x 
the family System. In this Way the two methods revitalize each other: 


hin 


Therapeutic Strategies ji 

a 
. E . 4l] be 4 
divorced Itself from its past W ^ will be 
imily tied by legends to its pas 


Work with a family which had 
cussed first, and secondly a f; 
described. 


The Y, family 


This family initially denied th 
The therapist challenged on 


soever’ 
-XM e whatsoc* ^. 
at the past had any significance W 1s€ 


t 
: in able to 
€ current myth. He was then ab 
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history to re-edit a second and third myth underlying the first. Family 
mythology is like the many layers of an onion. 

Mr Y. was an apparently compliant 54-year-old horticulturist of 
Norwegian origins. His Scottish wife was thirty-eight. She was formidably 
forceful when crossed in any way. They had three children, Jean twelve, 
Edward eleven and Prue six. Edward had been referred for stealing 
Money and then strangely enough gave it to medical charities. Mrs Y. 

ecame so violently angry with Edward about this that it frightened her. 

Mr Y., who was a keen sportsman, had had a coronary thrombosis three 
years before following a game of squash. The family, in particular the 
Parents, were at pains to point out how Mr Y. was now ‘fully recovered’. 


lhis was their first myth. í 7. 
During the first five ions the symptoms including the hostility 
*tween mother and son, disappeared. In the sixth session Mrs Y. an- 


nounced that the doctor had given the go ahead for Mr Y. to play sport, 
ssion. The therapist, 


and he would be playing squash after leaving the se rapist 

Jr B., became worried. There had been no fundamental change in this 
family, The intense underlying anger between the parents had up to now 
een rerouted through Edward. Mr Y. was depressed and potentially, the 
therapist felt, suicidal. 'The symptoms scemed likely to reappear elsewhere. 

ould it be a further, perhaps fatal, coronary? ‘This would express her 
anger and his depression. 

Between x nhat the therapist rang the GP» Tt appeared that Mr 
5s coronary had been serious and he was currently in incipient heart 
failure. 3 l 

The cardiologist was gloomy but the G.P. felt that it was much better 
Rot to turn Mr Y. into a cardiac invalid, and hence he had suggested some 
*Xereise which he understood, in current medical practice, was advocated 
anyway, IIe had, however, thought in terms of a little golf, not squash. 

: In the next session Dr B. told the family why he was worried and about 
MS conversation with the G.P. Mrs Y. became increasingly angry ous the 
; ‘rapist saying that her husband had had his medical ‘go ahead . ‘A man 
Reeds to be able to enjoy himself.’ Edward pleaded with his father not x 

aY squash. Dr B. pointed out that while the parents were ees 
ten, Ohcerned, Edward had to do all the worrying, and that ^ os 

;Peated]y done so in earlier sessions as well. Mrs Y. denied thit Hin 
x dren Were ever worried. Edward said, ‘You must be kidding! The 
iy UÀDist was incensed by the blatant denial. He explored the children s 

Cas about why their father had had a heart attack. Both Jean and Edward 

“buted it to the squash. Jean produced a sensible physiological reason, 

£ Edward’s first idea had been that the squash ball hit him on the heart. 
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. -acho with his 
No wonder he had to channel all violence into his eae a un 
mother. Dr B. suggested that Edward had been wanting to an for heart 
father by getting money for medical charities pee Ars Y. 
transplants. Now although in full battle with the TI ica vou put 
conceded that Edward was now worried, ‘But it was only beca , all 
these fantasies into their heads’. The therapist was now not only an 
but furious. . netit therapist, 
This episode illustrates the point that anyone, incluc ing a 
who challenges a current family myth is liable to begani e canna 
Skynner (1979) discusses the role of family therapist as p “Edward’s 
Here it will be noted that Dr B. had completely taken ae lightning 
role, doing the challenging, worrying about father, acting vail “Father 
conductor to mother’s fury and expressing Mr Y.'s anger as W iei feare 
Was once again protected from the fury and anxiety which it was the 
might kill him. The G.P 
myth of recovery. He 
Once the therapist i 


; had also been drawn into colluding with 
admitted to feeling that this had happened. „merge 
s recruited into the defence system he n role play? 
again before he can help. Immediately after the session Dr B. 5 lait the 
the mother, using the group that was observing the session to — "ist fo 
family. He found that he (she?) became furious with the eir: her 
failing to realize how much ‘she’ had protected the children eitad i 
husband from worrying about the coronary. The ‘therapist 2 work t 
the mirror of the role play, to be intent on tearing this ie 
Pieces. After the role play Dr B. no longer felt angry with € . d helped 
_In the next session Dr B. started by saying that the group ri done 
him to sce that he had not recognized the good work that Mrs Y know you 
in protecting her children from Worry, even though, ‘As we all k id it 


said 
: : cably and 52 
Vorrying’. Mrs Y. softened quite remarkably y whe 


instinct. Dr B. said that he would like to or mothe! 
this maternal instinct came from, all he had heard was how he! 
fought forcefully like herself, p. the 
The family tree on Mrs Y.’s side of the family, which Dr P. ‘ons 
compiled, revealed some remarka i 


att 
f 3. » genera", 4 
‘able similarities between the eae eni 
"ascular trouble which had a had n? 
a mild stroke, Mrs Y.’s moth 


up with some heart failure and Jeav'? 


noticed his swollen ankles before the G.P, discovered this. oe out E 
hospital she had rcfused to tell him he had a stroke and forced ‘father! is 
walk the dog. The therapist asked Mr Y. what he thought Pink : e 
law felt about that. He laughed and said, *Depressed I should . you à r^ 
Started the downfall of the second myth which was that haath that f 
illness you will sink into despair’. Mr Y. had acknowledg 
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Pressure to deny illness could also lead to depression. The family began to 
draw parallels with the present. The children thought that their grand- 
father would ‘give up’ if he admitted that he was ill. Dr B. asked about 
s and found that Mr Y. had given up for a year 
seen as a way of keeping 


Mr Y.’s response to illne 
following his coronary: playing squash again was 
him on his feet. Mrs Y., like her mother, denied evidence of illness and 


kept her husband active. 

Following the family tree back several generations, Dr B. found two 
Suicides on maternal grandmother's side. He pursued the theme of depres- 
sion and suicide down the generations again and discovered that Mrs Y.’s 
mother had severe depression and that she would tend to be very ‘down’ if 
her husband was ‘down’. Bringing this theme right into the present, 
Dr B. asked Mrs Y. if she herself became depressed. She glanced at her 
husband and agreed that she did. Dr B. asked the children if they knew. 
They nodded and said that their father usually warned them. Mrs Y. was 
Very surprised about this. The myth of Mrs Y. ‘always fighting’ could be 
finally dropped after a re-edit of her own mother as ‘the forceful fighter’, 
Into ‘forceful but vulnerable’. 

Following this session there was a radical change. Each parent took 
much more responsibility for their own difficulties, Mrs Y. for her moods 
and Mr Y, for discussing sensible exercise arrangements with his cardio- 
logist. The depression belonged as much to Mrs Y., and her ‘fighting’ 
came to be seen as her way of trying to avoid suicidal depression. For each 
Spouse accepting ‘illnesses’ carried the fear of catastrophic depression. 

The school reported a remarkable improvement in the standard of both 
Older children's work. They no longer had to look after their parents’ 
health in the face of parental denial. ‘Therapy stopped after twelve sessions. 


Re-editing legends 

Natural history of family legends 

Every family is littered with interesting stories about the past but which 

are never or rarely retold. What are the circumstances which lead instead 

' repetition and elaboration of a story? Many of them deal with important 

ments in the life-cycle, courtship, weddings, births, illnesses and deaths. 
he Stories frequently encompass dilemmas in which one or other of 

*PParently incompatible courses of action have to be chosen. For instance, 
Stween fighting or beating a sensible retreat; between angry assertions 
" accommodation; between staying at home to help the family or leaving 

th make a new start. These opposing themes are also often to be found in 
* unresolved conflict in the everyday life of the family. The family may 
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s CN. "e. if you are 
be treating the two themes as mutually exclusive 3 for pear Yen el 
conciliatory then you can never be assertive and Vice versa, ze St ae 
home it is for ever. There is no idea of there being time ane ome -— 
cach. The stories in these families may demonstrate he gle is the 
approaches are incompatible and then go on to show whic 1 t URE 
correct onc. They take the form of cautionary tales of how = à famiily 
wrong solution led to some catastrophe or other; for epe a family 
which fought much of the time, told stories about members - who ha 
Who had succeeded by s inding up for themselves, and others on being 
been ‘done down’ by being too soft. These stories tend to go ğ ia the 
retold until the family resolves the conflict between the asi i to be 
family, for instance, learns to conciliate when it is appropriate bus fades; 
assertive at other times, then the defensive need to tell the id panne 
although they may be told in a new form, as a guide to the new -oritent 

There are a Varicty of ways in which legends can change. he j^ 2 
can remain the same but the accompanying metacommunication hie . 
radically altered, Approval or disapproval can be conveyed by soni bé 
voice or through non-verbal behaviour. Segments of the d ignei 
omitted or the Sequence in which events are arranged can be Fu 5 
both of which can alter the meaning of the story. Content may be p 
Accounts of other events which were happening around. that sonit 
perhaps at other times, can be grafted onto the story. Sometimes € 


A Eon: e ) se stories: 
phantasy from the current family life can be woven into these 


inget 
or 


The Z. family ‘rhe 


They saw their family ork 


identified patient was Charles, aged ten, who developed eczema. ji 
to be described occurred eighteen months after the start of ee g= 
The symptom had gone but the family continucd to work on its n Bot? 
enmeshed relationships, and they had individuated considerably- red 
sets of grandparents had 1 


a 
sets of Bra 
theme in the family was the guilt created by both these sets O hr ic? 
parents having escaped from Poland in 1939 with their young ^ he 
while their families of or 


other in a concentration camp. 
This theme re-emerged when N 
few weeks later Mrs Z.’s father developed carcinoma of the vem hc i 
An emergency session was arranged on hearing of Mr Z. sae aA 
death. The therapists, Miss A. and Dr B., helped him, in the E 
his wife, to mourn. One of the factors blocking the mourning Was 


: - of its past- 
as being forever under the shadow of Its | ew 


ment 


ly. and i 
Ir Z.’s mother died sudden die jà 


ence , 


I 
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fury with his aunt (his mother’s sister) who had, he felt, contributed to 
his mother’s death. She had behaved most strangely. She had booked 
herself into an old people’s home in Ireland despite everyone’s objections. 
As the time to sail approached, she sold all her furniture. Although quite 
Wealthy she ended up sleeping on a camp bed with bare boards and no 
heating, Her sister, Mrs Z. senior, had had to give many goodbye parties 
despite a failing heart, and she had finally died of a heart attack the 
Morning her sister was due to leave. In the last quarter of an hour of the 
Session the therapists asked how Mr Z.’s maternal grandparents had died. 
This had happened in concentration camps on an unknown date. However, 
their death was always commemorated on the very date that Mrs Z. 
Senior died, and her sister had planned to leave. A legend was told. 
Mrs Z. had gone to sce her parents off on the train which took them off to 
their deaths. She was told by a guard that if she cried any more she would 
be put on the train instead. Mrs Z. was forever plagued with the feeling 
that if only she had gone on that train, she might have saved her parents. 


: 
She should have died instead. 

he events of the previous weeks now made sense. 
a reversed outcome. The aunt, who was 
heir mother as if in a concentration 
This time, however, Mrs Z. 


The two old ladies 


had redramatized the legend with 
ten years older, had acted the part of t 
Camp and due to be seen off by her daughter. 
Senior died, not her ‘mother’. Justice had been done at last. Mr Z. could 


Understand now the most hurtful fact of all, that his mother refused to 
allow him or his brother to come to the hospital. Neither was present 
at her death, just as the ‘children’ were not present at the concentration 
camp deaths, Mr Z.’s brother came in at a later session to work on this 
Issue, 

When Mrs Z.'s father developed. cancer, she and her brother became 
Xcessively anxious and cach spent many hours with him every day, as if 
Both came in and worked on their family 
act that their father had epilepsy as a young 
ainful 


Ms would keep him alive. 
*Bends which included the f. 
Man, and they had to keep an eye on him. Again there were p 
“gends of how Mrs Z.’s father had himself tried to rescue his family from 


. ArSaw, failed and escaped in a complicated, hazardous criss-cross 


Journey across Europe. 
he myth that the exterminated families could have been rescued had 

be re-examined before challenging the myth that the next generation, 

o Weve ill or old, could be kept alive by the diligence of their children. 
Tally it was no surprise to find that Charles had also felt responsible for 


'S parents, The pattern was replicating itself, and needed to be broken. 
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r. Sis dus nds 
Those families that sec the past governing the present use family lege 
extensively, ; s »-edit 
° e epa are needed when using the i ine ien ask 
family legends. As ancestors are drawn on the tree the h Fa T ratinneiüns 
about any stories which are told about them or about their r d rovide 
with cach other. These can then be written down on the piled if Sossiblt 
evidence for later changes. The family tree should be rar abe all 
in the presence of at least two generations. Initially this ache near 
members of the houschold, typically the nuclear family. quis ed artis) 
become clear that the extended family, in particular the gr p P emily 
arc playing an important homoeostatic but pathological role crandparenté 
in which case they should be involved at some stage. The gr on imbued 
may take particular care to ensure that the grandchildren aeae i 
with the ‘proper’ history of the family. They remain the rule sc ae 
the unit that the family therapist is working with is the nuclear dera 
then such grandparents should only be brought in after a — be an 
peutic alliance has been established with the nuclear family. It 7 mother 
important experience for, Say, a rebellious teenager to hear her e to be 
rebel against her Parents’ view of the world, and for this epi stage 
accepted. Aunts and uncles can be useful people to include at soi ven the 
The alliances and support systems which can build up M ape her 
middle-aged members of a family can be surprisingly matt arent if 
they may be able to challenge the supremacy of a ruling grand 4 not, 
that is necessary. The aim of the Meeting with grandparents Me next 
however, to Create a fight or a crisis, but rather to establish that: £ ethos: 
Seneration has Precedence in terms of establishing their ow aod the 
Grandparents are invited to help to Prepare a family tree, as a xl 
People with the Sreatest expertise in the past. Most grandpare of he 
attend a session with this task in mind. The strengths and dique de 
family life and the family Past is always drawn out on these Adr sheep 
The therapist can cut across the metacommunications about a black 9107 
of the family, for instance; he c Ew 
their creative aspects. He may telabel them as ‘having initiative : 
also blunt the enthusiasm about the family saints by rau angi 
impossible it must be to have had a saint as a sister!’ T'he aim 1s io t 
the black and White view of family life and set the precedent thé : 
values can indeed be questioned, . gin to the 
If it is not possible or appropriate to bring the family of orig nship? 


i i ir relatio 
Session then the family can be helped to go and work on their r 


hes? 
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directly by asking for particular pieces of information. Bowen (1975), 
amongst others, has described this process. It is important to ask who the 
family historian is, it may be an aunt or a cousin, who can either be 
brought in or contacted for information. 

There is, of course, a wealth of material made available in this way. 
How does the therapist choose a focus? Unresolved conflicts will have 
emerged in the family before the history is taken, as with the Ys and the 
Zs. Another family may be terrified of anger because of the feeling that 
Whoever is the butt of the anger will leave. This theme can then provide 
the focus for the family tree; specific questions can be asked about who is 
angry and assertive, who is compliant, and also about separations. 

How is a legend identified? It is usually quite simple to find out which 
Storics have been told and retold. The reaction of the children usually 
gives the game away. A particular look comes over their eyes as they hear 
a story for the umpteenth time. If it is not clear, the therapist can ask 
Whether this is a story which has been heard before. It can be interesting 
to ask one of the children to finish the story. This will frequently 
reveal some differences, showing already how re-editing can occur be- 
Ween cach generation. Sometimes the children will include the covert 
clement in a more explicit way, showing that this is what tends to be 
Temembered. 
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Working with rage and anger—the establishment 
of a therapeutic setting in the homes of 
multiproblem families 


Caroline Lindsey * 


This paper arises from a workshop which was devoted to the theo- 
retical and clinical aspects of the therapeutic assessment of multi- 
problem families in crisis. It describes the creation of a therapeutic 
setting in the family's home and the techniques whereby the family 
may be engaged in a process which reaches beyond their anger. 


l'his paper is concerned with some difficulties which may arise in working 
With ‘multiproblem’ families in the community, although the difficulties 
are by no means confined to families who fall into this category. *Multi- 
Problem’ families are almost always characterized by the twofold ex- 
Perience of physical privation together with emotional deprivation. The 
Privation arises commonly from factors such as unemployment, poor 
s, chronic ill health and inadequate housekeeping. ‘The 
ation varies from one family member to another, 
depending on the individual’s personal as well as collective familial 
experience, The strengths in the family [which, for example, have pro- 
Uced the possibility of development of basic trust (Erikson, 1965), 
Without which it is impossible to create and maintain a therapeutic 
alliance with a worker] will derive, to some extent, from the relatively 
Wealthier experience of some members. This potentially explosive mixture 
°f Privation and deprivation means that the families carry around inside 

*m feelings of neglect and neediness, hurt, abandonment and fear, 
Which readily find expression in outpourings of ‘rage’ and blame mixed 
With desperate demand. On the other hand, such a response indicates the 
Presence still of some hopefulness in the family and contrasts markedly 
With those families who appear to have given up and barely respond to any 


1 
Nterventions. 


housing condition: 
degree of emotional depriv 


by The ‘Tavistock Clinic, 120 Belsize Lane, London NW3 5BA and Camden 
Sessment Centre. 
117 


0 
163-4445 179 /020117-+08 $02.00/0 © 1979 The Association for Family ‘Therapy 


118 C. Lindsey 


T t he 
Much of the experience of the author in this field derives poset 
assessment of families in which an individual member pc rient. 
into Care. A further paper will describe the particular the aroma , iie in 
and therapeutic techniques which have been developed a satel is 
relation to the task of therapeutic assessment. In this paper, an » aiat 
made to distinguish between the expression of what is neng objects 
‘rage’, and the expression of feclings of anger and blame, tow genn ihe 
within the immediate family or outside, but which take ena infra): 
context of a potentially therapeutic relationship and setting (ede 1 


The ‘rage’ 


Familles 
It seems likely that the confused a 
derives from their past frustrating experience . 
parent figures to mect basic requirements for reliable care, nurt 
control. A meeting with a professional worker will almost in 
arouse a hope for the fulfilment of these needs, which may take St C 
of an apparently totally inappropriate demand. The mere ina ee anc 
an inability to mect such 


E cnin of 
and bewildered raging of de 
of repeated fait Ed 
ure 4 


"T 


cvitab y 
he form 


$n OF 
ion 
à : : he repetitit 
blame. The rage is not, however, simply related to the re] w, it may 
. . > * " " r's vie “ H 
Potential repetition of past disappointment. In the author's view f the 
sometimes h 


oM 
uate 
tain” 


and clicnt, particularly in donela S 
s c may reflect a repetition of past failures to provide Pani 
clarification of personal and familial boundaries, and a failure of € of th? 
ment for the safe expressions of strong emotions. ‘he expre P rtegbtl i 
kind of anger is unlikely to be therapeutic, at the outset. It is ine to the 
the family, overwhelming for the worker and liable to be damage, h an 
potential relationship between the f - 


understanding of the cri 


oe coe within V 
amily and worker with! 


: A 2 > emerge: 
is and its solution may eventually emers 


The creation of a therapeutic situation 
It seems possible that part of the solution 
in the active engagement of the worke 
situation within the confines of the f 
psychoanalysis, has stated th 


to the problem of 
r in the creation of : 
family’s home. Khan, "ec 
at the analytic process and proce 


jure /- 
- thë 


ikiita * i nt parts © ing 
constituted by the interplay between the three GOponse iytic sett » 
analytic situation, (a) the patient, (b) the analyst, (c) the analy i 


; mS 2s Y a] ambient! 
(Khan, 1974). The importance of the setting, the physical am 
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which therapy takes place, has been discussed in the analytic literature by 
relatively few writers (Stone, 1961; Winnicott, 1954). In family therapy 
literature, it is rarely referred to (Dare and Lindsey, 1979; Dare et al., 
in preparation). Nevertheless, its clinical significance is regularly 
heeded by the many workers who, within the limitations imposed 
by the resources of their agencies, make arrangements to ensure that 
they can work effectively with their clients. Usually, provision is made 
for the physical requirements of the work; a receptionist, a waiting 
room, a room, more or less adequately furnished and of suitable size, well 
lit and heated, and including play and drawing material for the children, 
for the meeting with the family. In addition, the worker may endeavour to 
set aside a regular time to meet with the family, without disturbance, and 
may also, according to his theoretical orientation and the therapeutic 
needs of the family (for family, marital or individual work), insist on 
seeing the whole family. ‘The creation of such a setting makes it explicit 
that work is to take place and defines a physical and psychological space 
Within which, it is suggested that it will be possible to contain powerful 


and painful emotions. 

This is further enhanced by the expectations and the permission which 
the worker has to practise his skills with families in his own agency. The 
al, from his agency, his training and society; and 
al convictions of the need for, and the 
ans of his thera- 


Permission is extern 
Internal, arising from his person 
ability to facilitate change and growth in families by me 
Peutic relationship with them. 

However, much of the work with multiproblem families is domiciliary 
»wn home, there is no ready-made clinical 


in nature, In the family's ¢ 
dark rooms, barely furnished with 


Setting, Very often, there are cold, 
insufficient chairs. ‘There is no single room in which the family is neces- 
Sarily gathered for the purpose of the meeting. It is easier for the worker 
to fall into a habit of ‘dropping in’ on the family, at times when he believes 
“ty members will be there. As a result, he may be forced into seeing 
Whoever happens to be there, rather than attempting to make and keep 
“gular appointments with the family members with whom he wishes to 
Work, 
in es is also a need to resolve the conflict around the issue of authority 
cf It is necessary to be able to take charge of the 
ake charge of the houschold. A generous 
nse of intrusion into their privacy is 


€ family's own home. 
mee without sceming to tal 
= Owledgement of the family’s ser he 

Pful. At the same time, the worker must convey a sufficient sense of 
rtise and respect for the importance to the family of 


On, : x 
"dence in his expe 
able them to take it seriously. 


IS tas. e 
Usk with them, to en 


120 C. Lindsey 


; in the 

What is clear is that the physical setting cannot be ip ere 
same way, as in the office, to facilitate the creation ofa enn € 
ation. But the careful arrangements that are made for the S - politi 
Some way to convey its significance. These include, a posent E ape em be 
ment, with an indication that preferably the whole ia Arse T 
present and that the meeting will not start until everyone E ho ra switched 
to be there has arrived, and is if possible, seated. The television 39 visit 
off. The worker takes a seat which enables him as far as agg 
to the family as a whole, so that he can maintain eye contact a ni 
Having indicated that the whole family should be there " P a of the 
limited period of time, the movements of individuals in n rental the 
room are then understandable in terms of the process and conte 
discussion, oe therapeutic 

The process of engagement of the whole family in the omsum IS 
task is not really different in the family's home but for some rent 
often neglected. The worker should greet each family member so e ;uld be 
remember their names and ages, and introduce himself. There s » under" 
an acknowledgement of cach person's presence and an attempt to oblem- 
stand the absences of others. The absence of fathers is a ig a n family 
If by the end of the mecting, the importance of the work Seach pet 
has become clear, it is usually not difficult to ensure the father e at this 
at subsequent sessions, A useful statement which can be sas who ii 
juncture is, ‘Please tell your father that I'm the sort of pe hish 
really worried about discussing important family matters behind disi 
It is important to check out with cach family member why they PT: 
Worker is present and then to tell them why he believes he pe 
including àn explanation of any statutory duties he may have a 
implications, This sets the scene for the subsequent discussion. 


ack * 
k 

ome 
thet 


Therapy or therapeutic strategy 


T 
"apt? 

an 'theraP? , 
In the paper so far, the words ‘worker’ and ‘work’ rather than lespite m 
and ‘thcrapy’ have been used deliberately, This is because, cc tabli* 

creation of a therapeutic situati 


: "s ad 
On, it is not very often pardo e famil! 
a working alliance with such families which will sustain a di usine 
therapy, regularly, over time. Dut, given a therapeutic PI eechniqu^ 
general principles derived from Psychotherapy and skills an nily 2 ity 
derived from family therapy, each interaction with the "i dis B ae 
potentially therapeutic. The question to be asked is not, ie family 7 
use family therapy?’ but, ‘What is the focus for work with 

this worker at this time? 
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Working with the anger and blame 


Turning again to the subject of this paper, a family crisis is more likely 
to be presented in terms of blame and anger, than in terms of anxiety, 
Sorrow, depression and guilt. 

Familiar examples are such comments as, ‘Mary is the problem in this 
family. If it wasn't for her wicked behaviour, we'd all be fine now’. 

‘It’s all to do with the school. The children wouldn't get into all this 
trouble if they disciplined them properly.’ 

‘They picked up Johnny again. We’re being victimized by the police.’ 

‘How can they expect us to get kids to school in this area; we asked our 
last social worker to get us rehoused.’ 

The detailed, theoretical understanding of the psychological processes 
Which lead to the phenomenon described above, will not be discussed 
here. (In an extreme form, it is familiar as the process of scapegoating.) 
The relatively mature individual has achieved the capacity to integrate 
Within himsclf his own negative and positive attributes. But, to a greater 
Or lesser extent, there always remains the tendency to perceive and locate 
Unacceptable wishes, impulses, feelings and acts in others, and to feel 
anger, righteous indignation and blame towards them. 

In these families, this tendency is very common, and initially there is 
rarely any conscious acknowledgement within themselves of their negative, 
bad’ aspects whose recognition leads to the experiencing of feelings of 
depression and guilt. . 

It is not being suggested that it is possible to enable family members to 
achieve the psychological maturation described above, as a result of a few 
family meetings. But it is important to remember that in part, at least, 
their ‘poor motivation’ to embark on an attempt to achieve that maturation 
arises from years of failure to experience a ‘change for the better’. What is 
Tequired of the worker is a demonstration of change within the session 
and initially this consists of a change in the affective tone of the meeting. 

In the first place, the worker needs to be able to listen to the expression 
9f the anger, for example, of a parent with an adolescent child for long 
“ough so that there is a feeling of having been heard. It is necessary to 

* able to do this initially without being drawn in either to agree with one 
or to defend the other. The pressure to do so may at times be extreme, 
arising from the family and from the (countertransference) responses of 
the Worker as a result of his own personal life and family experience. 

What is then required quite quickly is to work with the meaning of the 
anger to achieve an experience of the underlying depression, sense of guilt 


a a p dn 
d failure which is inevitably present. 
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Timing TER 
For many people, fears of madness are closely related to ideas oi dd 
control. Such fears underlie some of the anxiety engendered "A for 
discussion of strongly felt emotions especially when they arc lin watt 
example, to murderous and suicidal wishes. For this reason, it Is d dai 
to attempt an assessment of the vulnerability of the individus he to 
members so as to be able to judge the timing of interventions me pn bet 
make conscious powerful and painful emotions. In ge cral, it is a aot 
that these interventions come neither too early in the session when "iar 
ment is not yct established, nor too late, which might prevent E m i 
bility of leaving the family feeling reasonably intact at the end ¢ 
session. 


si- 
he 


Making the family miserable 


not 
Having heard about the problems from one person, usually cian 
always a parent, every other family member is invited to describe s he 
perceives, understands, and feels about the situation, and also ne 
believes the others experience their difficulties. "This facilitates »acitY 
munication about their mutual experiences and enhances their non- 
for empathy with one another. Attention is paid to all verbal anc 
verbal communication, Particularly of the expression of care al "phese 
Sadness and loss, desires for closeness and fears of unacecptability. 


k as 
"T 
T : i checking 
communications are taken Up, with a continuous process of ch vn abou! 
or views being elicited are generally kno 


d 
E iru y enablec, 
his Way, individuals arc encouraged and cn aking 


Br] This is the beginning of the process "P 
responsibility for their behaviour consequent on such feelings whic 
Situation in which the family finds dp ape 
à 3 attempt to re-label the expressed. affects me cert 
their underlying meaning; for example, anger as evidence of love», 
and desire for closeness, or silence and withdrawal as evidence of a 
fear and uncertainty. g self 
The feelings of depression, ho ^ also 
recrimination which often emer. 
to be understood in terms of th 
sometimes by means of the dr : 
childhood experience. Links are made with the hopes, fears. in to tiop 
expectations that they have brought from their families of pum repeti 
Present family. This will include fears and expectations of th 


h take? 


becomes possible to 


miser? 


jicit© É 
$ 
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of past traumas and separations. These have often led to attempts at 
Prevention, which often go wrong, especially when the family reaches 
the stage of development at which the parents experienced their own 
Crises, Again, here, the process of checking what is known by the family is 
Important. Crucial events may have been ‘forgotten’, or have been labelled 
‘secret’, yet be known about by everyone. The divulgence of this in- 
formation alone may of itself be therapeutic. 

The following brief description of a family session serves to illustrate 
the ideas outlined in this paper. In a West Indian family of five children, 
the mother furiously attacked her fourteen-year-old daughter for stealing, 
Whilst the other children saw the main problem as the girl's wish to exclude 
herself from the family. When this was taken up, the mother revealed 
that her husband had rejected the girl for the first two years of her life 
because he believed. her to be too fair-skinned to be his child. It then 
emerged that the mother had been ashamed to acknowledge the fact that 
She had White paternal grandparents. At this moment, the girl who had 
demonstrated her experience by sitting in silence and separate from the 
rest of the family, began to cry and was moved next to her mother. Further 
discussion of the ways in which anger had led to distancing and separation 
resulted in an elder daughter tearfully describing her anger with her 
Mother which had made her leave home when pregnant, at fourteen. Her 
anger was to do with her longstanding feelings of having been rejected as 
à child by her mother, when left by her with her grandmother in the West 

Ndies. ‘The whole family knew that she had been conceived as a result of 
their mother's rape, at fourteen. What was now revealed for the first time, 
With bitter tears by the mother, was that she had left her home and her 
9ur-year-old child against her own wishes. She had been sent away to 
England by her own father when she had refused to acknowledge his 
Mistress, in her own mother’s house. 

During this session, the whole family participated, the younger members 
Making drawings which illustrated the discussion. Initially, the mother’s 
cknowledgement of the intrusion of the 
Workers on her privacy and by an explanation of the purpose of the visit. 
i "bsequently, the mother's renewed anger expressed towards her daughter 

àS worked with directly, and was understood first in terms of her sense 

failure as à mother. This led to the revelations which made possible an 

"derstanding of the girl’s identity confusion and long history of stealing, 

of the family’s cycle of rejection and loss. Such sharing of the ex- 
and loss rather than anger and blame may make 
ate separations of family members in the future, 


€vide 
ident anger was taken up by a 


CFlen 
ae of sadness 
With ole the age-appropri i 
less sense of outrage and rejection. 
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Conclusions 


„ment of 
This paper describes the establishment of a setting for the ced s 
multiproblem families in a therapeutic task in their own as d 
acknowledged that it may not be feasible or appropriate to sai 
work over a long period of time. It is suggested that a d 
ability to contain, confront and understand the commonly rw der 
feelings of anger leads to a greater understanding of the family 5) 


. the 
a A s yis z ee ae hence th 
family. In particular it facilitates the reduction of blaming and 
possibility of change. 
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Towards creating a focal hypothesis for brief 
focal family therapy 


Arnon Bentovim* 


arch on the development and use of a focal family 
an to help families with a symptomatic child 
was moderately effective clinically but had a number of flaws. Current 
developments in family description and a model of linking salient 

vcle and dynamic factors are described to 


family observations, li M 
create a focal hypothesis and plan. Methods of assessing the success 
of a plan and the role of the effectiveness of current techniques of 


family intervention are described. 


Previous rese 
hypothesis and a focal pl 


lwo recent publications (Bentovim and Kinston, 1978; Kinston and 
Bentovim, 1978) described the initial development of a method for 
Carrying out time-limited focused work with families where children were 
Presented as problems. Case examples were provided to demonstrate how 
à focal hypothesis was formulated from salient family f 
10w problems developed and were maintained in family terms, and how 
this hypothesis could lead to an operational plan for the therapist. It 
Could also guide his interventions and help him assess the changes in the 
family as a result of therapy. The work was carried out in a group who 
helped formulate the focal hypothesis, and acted as a supervisor for the 
Whe rapists continued to hold to the plan laid down 
a new one if necessary. 

rs described the results of the treatment. 
d for the assessment of brief indi- 
Talan (Malan, 1959, 1963; Malan 
trate that significant gains could 


actors to explain 


[2 


‘tment, ensuring that the 
Y the group or helped devise 
"s l'he second of the two pape 
wu methodology used was develope 
- ual psychotherapy as described by N 
al., 1975). It was possible to demons 
* made for the identified patient to the extent. expected from. psycho- 
Crapeutic treatment in gencral. However, it was found that the focus 
;, Dtervention—the family—altered less in its basic dysfunction than 
"dividuals although families were expected to change 1n the very areas 
‘Acre they showed most problems. 


"Na Family Studies Group, Department of Psychological Medicine, Hospital for 


cick Children Great Ormond Street, London WCIN 3JH and The "l'avistock 
Mic, 120 Belsize Lane, London NW3 5BA. 
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In the evaluation of results it was realized that there were a ear 
deficiencies, relating in part to the lack of formal training that the : ond 
had in family therapy techniques, and in part, the limitations of pn i Wm 
in use by family therapists in the department at that time, eB. peii 
geneograms and vidco-feedback were not used. In addition, it w iw fram" 
that there was a lack of a coherent, generally accepted, ee canine 
work within the Workshop at that time, Although there was an ni an 
of developments. from Psychoanalytic theory (Boseeritietug-t yrecept$ 
Spark, 1973; Zinner and Shapiro, 1972, 1974) and systems ww they 
(Minuchin, 1974; Watzlawick et al., 1976; Weakland et al., r i sion o 
were not integrated effectively into the workshop and full discu ribing 
family interactions was limited. 
the families as ‘families? 


There was also an awareness that ee with 
Was crude and simplistic in e oi, As 
richness and complexity with which individuals could be ene ved anc 
a result, many of the case examples, the focal hypotheses ge Jacke? 
treatment plans seemed to differ markedly one from the other. jentation ? 
a coherent view or approach, except in sharing the general orte articular 
offering the family a p s itment: 
hypothesis and pl 

This itself may h 
at least for the i 


articular number of interviews, devising at 
an and applying this with persistence reget 
ave been effective in procuring change and im} 

ndividual patients themselves. 


Further current developments of family studies - 
al research a number of research studies ot P 
amily Studies Group of the Department € 
cat Ormond Street, raston ef ^" 
(1) 'The Current State Family Assessment (C.S.F.A., ci in the 
1979) Now in its 4th Edition is an attempt to fill the gap er thir 
i trapy work in describing families and pepe g^ 
pects of family functioning to be rated " 
picture of the Way that a family interacts. 4 f zamib 

(2) Arising from the C.S.F.A. is the development of a series © functi?” 
Health Scales which assesses the family in a number of arcas of ollow” 
and dysfunction and gathers the family functions under the 
headings (F.H.S., Kinston et al., 


19784) — Le 
(a) Communication €g. the clarity of family communion" zn 
explicitness and verbal and non-verbal congruence, the > and ' 
noise within the family, the degree of information exchang 
amount of listening Within the family. 


prently 
sycho" 
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(b) Family atmosphere, related to the specific mood and tone of the 
family, sense of comfort felt by the therapist as against degree of 
tension and humour that is used. The degree of support shown by 
family members for cach other, the amount of attack and the way 
that conflict resolution is achieved. ‘The particular pattern of 
alliances within the family also contributes to its characteristic 
atmosphere. 

(c) Feelings shown in the family—degree of empathy felt between 
family members, the range and quality of feeling experienced, and 
intensity with which feelings are shown and the way that feelings 
are valued for their own sake or not. 

(d) Alliances—the unique set of dyadic and triadic alliances—both 
positive and negative, overt and covert shown in the family. 

(c) Boundary function—the degree of individuation and self-awareness 
shown by cach member of the family appropriate to age and position 
in life-cycle, the sense of identity of cach member of the family and 
the distinction between members and sub-systems of the family 
related to their general relationship. Roles played by each meber 

of the family and distinction between them, the degree on aut j^ 

ness and responsiveness between family members and me acd 
enmeshment or disengagement, and sense of separateness between 


individuals. l 
(f) Parental tasks, sibling and marital relationships 1c. to do with 
parental meeting of basic needs, sex role models, cooperation in 
tasks and socialization. 


utside world, particularly the relationship 

1 aS a i as "e as 
made with the interviewer and the response to him a“ — 
reports of the current relationships with extended family and outside 
agencies. These areas can also serve to organize a written descrip- 


tion of the family (Loader and Burck, 1979). 


— 
pus] 
— 


Relationships with the o 


(3) To derive family qualities in these areas requires an RM Y ea 
55 orientated towards enabling the family to show an interview E i e = 

€y interact with each other. A further development in the bum y a ies 
„Scarch group has been the development of a research interview to derive 
acteristics (The Standardised Clinical Family Inter- 
1977). An alternative way to derivesuch family 
of a task interview (Family Task Interview 


vba system char 
oe S.C.F.1., Kinston etal., 
‘aracteristics is by the use 
T.L, Kinston et al., 19788). 
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EIN: i help the 
The possibility of having a standardized a aa ese og jn 
therapist derive and make accurate observations of e lized way shoul 
a structure to describe families in a more re up are seeing: 
allow therapists to derive focal hypotheses for the fami les y aie 
They should bear a closer theoretical relationship to ls viec in from 
alo make the data available to assess the € mde he must 
interventions. T'o derive a complete explanatory focal hs por i and bring 
extract the salient observations from his overall enc ipeo which the 
them into rclationship with the salient aspects of the "atc challenges 
family is facing currently, and the way they are supers rie the past. He 
thrown up by the life-stage and crises the family has — . generation’ 
also has to consider the salient issues related to the n wed to the €X 
experiences of the family, i.e. the dynamic factors. : e funis to mutua 
periences of parents in their families of origin, which lead: carried 
choice of partners rlin, 
through from gener. 
1977). 


‘ths which are 
and the rules, secrets and myths ~~ Stie 
: à : M ‘ 
ation to generation (Pincus and Dare, i 


Development of a focal hypothesis 


A workshop group format is helpful in enabling a therapist can sce the 
focal hypothesis for the family he is secing. The workshop Papp in the 
family live and act as a live supervision group as described by ively, 
Ackerman Brief Therapy workshop (Papp, 1977). — help 
Videotape extracts and experiential techniques a workshop : facts of t 
therapist relate the family System characteristics to the salient fë Derivifh 
families! experiences that he h i 

a focal hy 


saat 
to derive © 


using 
the 


as gained in his initial pem. 
nes the creative task of the anat i 
aP to produce a formulation which will nia in a 
understand both the development of prob E 4 res Ju 
nd the factors which homcostatically preven 


pothesis then becor 
requires a creative le 
help the therapist 
particular family, a 
tion, 


Case example 


ase 


“Fe 6 
a specific < 


To illustrate the creation of an expl 
and a workshop’s response to the 
izations will be described, 


anatory focal hypothesis a charac 
salient facts and the systen 


Referral 
The N. family were refe 


se "m 
s sir Genera! ` nily 
rred for a second time by their G an 
tioner in 1978, bec 


bin the 
tonsbins. within 
ause of a breakdown of relationships W 
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between mi 

Pur cen maternal grandmother and the rest of the family Of particul 
Genii at es amily. ar ar 
ern was Stuart who had been the identified patient six years previously 


Family composition 
Thetti Ts " 
€ fa div ithi i 
family living within one roof consisted of the following members: 
g si 


n! i ; 

OPE nal grandmother aged seventy-three who had lived with the family 
or ‘© Vears sinc ` : 3 

for five years since the death of her husband (MGF) having been taken 

In ` family à i "a 
to the family because of a depressive response and having remained 

there since. f 

axi driver who had been the manager of a 


Father: Aged forty-one, a t 
rious illness which had started soon after 


furniture shop until a myste 
Stuart’s birth. 
Mother: Aged thirty-cight, a housewife. 


Melanie: 


\ged sixteen and at school. 


Stuart: Aged thirteen, also at school. 


Present; 
esenting problems 


Pr 
ð ato M j Aug í , " 
m the referral information and the first interview the following were 


the presenting problems of the family. 
"os | bir e problem was a breakdown of relationships between 
rna Fas grandmother and the family. Attempts had been made for some 
Suei 5 range for maternal grandmother to live separately in a warden- 
led cis flat, but such places were very hard to come by so that she had 
\calth bee "e family since the death of her husband. She was in good 
Sessa dava, ieu and was in a position to contribute to the 
Reece a They refused to accept anything from her. So, ‘in com- 
Bógr win with mother, she provided groceries, but these were of rather 
quality. Currently the family were complaining of the following: 
r had been depressed 
f the family, going up to her room frequently 
ver she was in charge of the 
against their. parents' 


(a) Maternal grandmothe and tended to isolate 
herself from the rest 0 
and not talking to anyone. Whene 
children she bossed and controlled them 


Wishes. 

As a result the family felt miserable and low and felt that their own 
relationships with cach other were inhibited and unhappy. They 
felt repressed by their grandmother's presence and the feeling gë 
appiness was experienced by all. 


(b 


depression and unh 
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(c) Mother felt that she herself had ‘broken down’ and at times M 
quite suicidal. On one occasion she had managed to get her rot ; 
to have their mother for a short period of time, but, gee 
speaking, she was quite unable to get him to do more than take ae 
for weekends. As if to reward the family, maternal-grandmothe 
never spoke to her son or his family when she visited. "N 

(d) The parents have rowed in a way they had never done before: sti 

(e) Stuart was doing very badly at school and was getting hit by 
mother which was unusual, . arid 

(f) Melanie often got upset and got into arguments with her gt 
mother, supported by her mother. 


Salient factors 
rapy 
it 


Reviewing both the information gathered in the first period of the 


and what the family told the therapist during their initial ingeni. 


appeared that the following were the salient factors, that is APER oth 
clinically relevant. in the family's development and its ill health, 
psychiatric and physical: and 


MES n . scent 

(1) "This was a family Where the oldest children were adolescer | to” 
Eris E aS ; ere living 

both at school. It was a family where three generations were liv find ¢ 

gether, but where there appeared to be a considerable failure isfüction- 

Way of either adapti . spe sS 

y of either idapting to ¢ ps illnes? 


ach other or separating to everyone's 
(2) An important factor in the family’s life-cycle was fathe . This 
When Stuart was aged cighteen months, he had ‘coronary’ symptoms: ; der 
appeared to be a Mysterious sort of illness and there was never any “ll 
finite diagnosis of coronary thrombosis made. However, he MET 0 
from the time Stuart was aged eighteen months until he was four yeu" 


I l presse 
age : los is a E e $ : ious i dc s 
ge. Tle lost his good administrative job, was anxious and poth 


but was able to re-adapt as a c 1 pe 
parents being alive and he Was brought up in the E wt 
had been physically well and had continued to work as a cab ail 
although recently he had a serious accident, However, the current © 
problems preceded this Particular incident, gious 
(3) The mother presented herself as always having been an aa, 
worried woman, dependent on her own parents, having a deeply | ting 


mind p 


» 7 a tlre ds a a - highly dor s 
response to her father's death. She was submissive to her highly tuit 


r : AE ; “ing * c 
and very successful brother. She had been sterilized ona when " 
birth because of a series Of miscarriages and was rider for ?' 

pie 


: íi z sil 
caught thrush from her and felt acutely aware and respons! 
abnormality that Stuart showed. 
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(4) Stuart, himself, presented at the age of seven with symptoms of 
Wetting by day. He was difficult and awkward at school and got himself 
Scapegoated. He read poorly and was extremely anxious about separation. 
At that time he was preoccupied with persecutory ideas and worried about 
his body integrity fearing damage and attack. Such anxiety seemed, at 
that time, very much connected with both his father's illness and his 


mother's worries about the thrush. 

(5) As a family there seems to be a shared myth of specialness and 
self-idealization. The children, the marriage, their life situation was seen 
as special, and there was a shared myth that somebody from outside the 
family Was usually to blame for troubles, i.e. schools, or doctor ather than 
themselves. Self-idealization and attribution to the outside seems to be an 
important. regulatory mechanism which the family had used for many 
Years. This is reflected by reports on Stuart at school; he was failing and 
Yet was obsequious. When he was in the right he could be aggressive 


and angry to anybody. As a result he was friendless. 


Observations of the family 

1 he workshop having been presented with this material from the initial 
Interview and previous experiences of the family by the therapist, w 
asked to view a section of videotape from that first interview. To derive 
the workshop was divided into groups, and asked 


family functioning, 
family functions, using whatever means they 


to discuss the particular f 
Wished to explore them, e.g. to sculpt or role play, focusing on one of the 
Particular areas. The results of this were as follows: 


‘The group examining communication noted that 
What was characteristic about this family was their lack of communication 
With each other. The father, a large square man, dominated, spoke for the 
n they spoke and spoke louder than anyone 
s, other members of the family 


(1) Communication. 


family, interrupted others whe 
else. "Through interventions by the therapist 
Nere invited to speak, but they were not allowed to speak for long. In 
this first interview, although the family had been asked to bring the 
they in fact had used their general practitioner so 
It was felt that the mother, when she did have 
Ise in the way she described 


Maternal grandmother, 

3S not to have to bring her. 

the Opportunity to talk, was dramatic and fa 

AGE distr 5 did have the opportunity of talking, the 

ather echoed her words. 

ree words and feelings; 
ance of issues. What was 


Even when she 
The whole family seemed to show a disparity 
there was a degree of sclf-contradiction and 
also noted was the remarkable degree of 
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sonan ol 
stolidity and lack of movement between family members and TES e 
stillness with occasional fidgctiness on the children's ges site obvious 
surprisingly little confrontation between family members c T Boat 
disagreement and it was noted the children did Ma PER adit 
each other. Using a sculpting method it was possible to scc a ie 
which father was in the centre of the communications chain, oe ea 
involving the therapists, the rest of the family being far more eras T 
The group member playing the grandmother felt very left epo rollos 
the children. Despite the cager communication about et PRU. 
there was a sense of sterility and emptiness, rather than meaningfulness 


s , v. felt 
(2) Atmosphere. Vhe group observing the atmosphere. of the al i 
that it was flat; emotional responses were controlled and inhib wy were 
there was a minimal amount of liveliness. It was only when as rnet 
talking about mother’s brother that any animation and liveliness ee 
Because of lack of support, talking down and cutting off, the ee con- 
became incre singly depressed and hopeless. There was a sense os as 
straint and inhibition ade that 
point of view, the g 
an explosion w 
This w 


and when the group sculpted the system fr 
roup member playing the mother in particular, sphere: 
as only just under the weighty and oppressive nimasi sonst 
as a feeling which was shared, and the flat unemotional rest 
could be seen as a defensive response against a fear of disaster. 


(3) Feelings. There was a 1 
the group felt that the és 

feelings, nor did it sense of sexuality, warmth or Cy neh one 
There seemed to be a sense that feclings had to be identical oes ; 
Person to the other, The females, mother and Melanie rd em 
their standards about what feelings should be experienced from t pa o 
particularly from father and Stuart, in alliance Again there was a o and 
paralysis and the group members playing the family felt frighten urni 
fearful of collapse, with the group member playing the part of the aralys! 
grandmother wanting to get away and yet affected by this sense A adnes 
of feelings and indecision, 'The family seemed to show a sense of de 

of rationalization and a need to be in control. 


an d 


^imilv members; ; 
ack of empathy between family men tive 


3 ; ; for neg 
sense of heaviness did not allow for 


fear 
allow for any 


take 
cn 


= „tions . 
(4) Boundary functions. The group examining boundary tm ther 
this was an enmeshed family, parents talked for the ales A to cac 
minds, knew how they felt, and were not especially respons! lc 
others actual needs. 


3 1d 

sp intr 
m : amber ! 
l'here was a sense that one family men 
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and took over from others through interruption, lack of listening and 
failure to support or be empathic to each other. ‘There seemed no possi- 
bility of making individual statements or of defining members as separate. 
Phere had to be loyalty and denial of self in their shared view, the grand- 
mother being experienced as a shared persecuting figure who crossed the 
boundaries of the family and destroyed its structure. The parents did not 
feel able to parent adequately, nor to control their children adequately, 
Nor support their individuation. Asa result the family felt unhappy, help- 
less and functioning as an ‘ego mas ;' (Bowen, 1976). 


alient observations of family behaviour 
i Se TOE these general observations of the family, the following seem 
Salient x 


(1) The family communicates poorly and does not acknowledge 
individual needs; interaction is marked by a sense of emptiness, 
falseness and sterility. 

(2) There is an atmosphere of depression 
of explosiveness ready to erupt. 

(3) Normal conflict is paralysed and the family is enmeshed and 
deadened with a demand for sameness, and a lack of individuation 


and personal expression. 


or hopelessness and a fecling 


The creation of a focal hypothesis 
asis of salient factors and observations, was then 


Phe group’s task, on the b 
a hypothesis which would serve to 


to put them together, and to produce 
fashion a coherent explanation of the clinical situation. This should then 
lead logically to a plan of treatment which, because it is based on a hypo- 
thesis compressed and reduced to bare essentials, can be put into operation 
Over a minimum number of sessions. The family description serves as a 
base to assess whether the family changes both in the area of maximum 
perceived disturbance and in general functioning. 

The most economic hypothesis to account for the N. 


ance is as follows: 


family’s disturb- 


Focal hypothesis 

A family where normal assertiveness between family members is felt to be 

damaging and is inhibited. A scapegoat or the outside world has to be 

attacked to deal with life crisis conflict or pain results. However retaliation 

confirms the view of the outside world as dangerous and the inside a 
4 $ as 
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; : Y : iot agl -Je aent and 
safe, perpetuating the failure in family conflict acknowledgn 
resolution. 


Focal plan 


is of this focal hypothesis 
The focal plan which suggested itsclf on the basis of this focal hypo 
is: 


x "^ acknow- 

(1) That the family should be confronted with its itu ie iq 
ledge and resolve ‘normal’ life conflicts between € ee the 
should be helped to do so rather than find scapegoats : 

(2) ope dias d focal plan family members should lp ale and 
for themselves, not to talk for cach other and attempts should be 
Postpone conflicts by ‘pseudo’ and ‘false’ agreement » aembers 
blocked. Tasks should be given which would help family n 
face conflicts in-between sessions and not avoid them. ove this 

(3) The family would require six fortnightly sessions to m myth 
plan and attempts should be made to understand the family P? 
that family conflict leads to disaster. 


peak 


Evaluation of change 


This focal plan which is relatively limited in scope and is aimed 
hypothesis which accounts for the salient factors of the case has ? 
deal to achieve if it is to be clinically effective. 

(1) The Presenting problems have to be resolved—e.g. KM 
between grandmother and the family have to improve and he 
situation has to be settled. » depressive 

(2) Stuart’s behaviour in school has to improve and ‘painful dep 
and violent interactions in the family have to lessen. sayed bY 

(3) Appropriate age and stage conflict resolution has to be Me child’ 
all family members in the marriage and between eit the 
ren, and the family atmosphere has to improve. ep 
family observations described, more healthy functioning sh 
seen in each area e.g. 


at 3 
7000 
go 


:onship* 
relations PF : 
jving 


ache 
` AME Š ` e B 
a. Communication in the family should not be centred on E hel 
but shared amongst all the family members apprise shoul? 
position within the family Structure. That family members e^ 


stil 

> and own 9. o 

not speak for each other but should be able to state and »propri^t 
" a a G 

ments relevant to themselves, It should be possible for aj ations | 


cae : R > gener 
negotiations about family life and roles between the gc 
take place. 
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b. The atmosphere should be far less dead and should be lively and 
more humorous, and it should be possible for the family to make 
more age appropriate alliances and for there to be an atmosphere of 
conflict and agreements in ways to be expected from the family’s 
life-cycle, i.e. that Melanie as a sixteen-year-old adolescent should 
have more in the way of disagreements with her mother than the 
blanket deadness and sense of futility and hopelessness that invaded 
the family. 

c. Feelings should be far more appropriately shown both positiv 
negative so that the failure to recognize and empathize with each 


nd 


others feelings including the grandmother's as well as the parents 


and children should not be present. f 
d. Boundary functioning should be more appropriate without the sense 


of enmeshment and speaking for each other that is present. Each 
member of the family should have more individuation, again relating 
to their particular age and there should be appropriate concern 
about individuals with their particular problems in school, growing 
up, work, finding an appropriate home setting and a less controlled 
and oppressive way of negotiating between them. 


Conclusion 

A new series of focal treatments are now required to examine critically the 
Possibility that a dysfunctional family can be helped by a focal hypothesis 
Which connects the salient clinical factors and observations leading to a 
Plan which can be put into action over a limited period. Previous research 
indicated that with the tools available at that time, only a limited change 
could be achieved for families in their area of prominent dysfunction—in 
the case described here, the area of failure of conflict resolution. With a 
Wider repertoire of ways of observing families and techniques aimed at 
changing the family in its dysfunctional area, it will be interesting to see 
Whether more radical changes can be achieved in the family as well as the 


disturbed individual. 
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Psychoanalysis and systems in family therapy 


Christopher Dare 


This paper describes three frames of reference for understanding 
family function. The three frames are (1) The Life-cycle of the 
Family, (2) The Intergenerational, Historical Aspects of the Family, 
(3) The Interactional Structure of the Family. It is suggested that these 
three frames can provide a detailed formulation of family functioning 
and disturbance in order to plan rational foci, 


and aims of family therapy. 


strategies, techniques 


lhe approach to family therapy described here has been derived for 
the specific purpose of a child psychiatric service in an Inner London 
Borough (see Dare et al, to be published). The bulk of referred 
cases therefore, centre on a child or adolescent. However the location of 
the unit within a psychiatric hospital results in us seeing a large pro- 
Portion of families that contain one or more members who have been 
attending for psychiatric treatment as individuals. That is to say that our 
treated families tend, on the one hand, to be relatively poor and under- 
Privileged, on the other hand to view one or more of their members as 
‘psychiatrically ill’. We have responded to the clinical conditions by using 
the whole family diagnostic/assessment procedure which merges into a 
short term whole family therapy, as our major strategy of intervention. 
Our clinical framework is as follows: A response to a referral, from 
ment and therapeutic strategy. The 
and whole family 
we 


Whatever source, is met by an a 
Strategies include consultative, individual, marital 
Meetings. A strategy may be purely an assessment, but on the whole, 
prefer that meetings have a mixed diagnostic and therapeutic purpose. 
Within a strategy we will expect to utilize a range of therapeutic tech- 
niques. However a technique for intervention can only be rational if it is 
linked to a formulation. More specifically a formulation, to be useful, 
must be refined to a focus. Usually we try to keep our minds on no more 
than one or two foci at a time, within a strategy that is, in the short term, 


* The Bethlem Roya i ? 
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; : -der to hel 
fixed. However we expect to use a range of ir in ea ares á 
establish therapeutic changes around a particular rue ice. 2n 
achieved then we re-assess the problem in order to deek E vending wit 
treatment can be terminated, whether a further focus ne ew 
or whether there needs to be a change of strategy (cf. Table ) 


TABLE 1 


ied) 
: D : Herd ea be mixec 
Strategy (can be simple or mixed) l'echnique (likely to 


Consultation with Referring Agent(s) 


or with Institutions Educational 


Individual Interpretative 
Marital 

Stranger group Behavioural 
Family 

Network 


Other active techniques 
Day patient 


In-patient 


tK 


family 
The major Part of this paper is rel 

problem Whereby 
for treatment of t 
availability of the 
determine the str. 
the strategy, 


" etail © 
In order to have an understanding of a family in ni T. E 
Benerate sensible foci, aims and technique for treatment, three he under 
reference* are required, For other Purposes, for example, for ol famil! 
Standing of social Care institutions designed to replace tradition 


ated to the formulation of the ations 
a focus can be identified. The nature of the psit 2 
he family members as individuals and as a Sin 
Tapeutic skills, and the dominant diagnostic „d with! 
ategy of treatment and the techniques deploye 


wil 


^ r » served bY e 
erapists our understanding will be jm than tP 
A description of the family using less 


because the categories to v 
rived from entirely distinctive ihat rere 
à view of the family as an entity of the he pe 
ich are understandable Tipo sects m 
aspects. Both interactional and Iustorieal ask 

* same data but ordered in different ways. 


and-now’ interactional 
conceptualized using th 
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three areas of understanding will be incomplete. An incomplete under- 
Standing may lead to satisfactory deployment of treatment strategies and 
techniques but the outcome and course of treatment will be accompanied 
by more surprises. On the other hand, of course, a fully conceptualized 
understanding of the family does not necessarily lead to therapeutic success. 
It can enable wiser predictions about the aim and course of treatment and 
should lead to more sensible interventions. 
The three frames of reference are as follows: 


(1) A conceptualization of the family as an evolving, developing entity. 
In order to understand a family using this frame some form of a 
"life-cycle' of the family must be envisioned. 

(2) A conceptualization of the historical, intergenerational structure 

of the family. This frame of reference draws upon notions of the 

influence of one generation on the next in perpetuating certain 
aspects of family life. Some intergenerational repetitions of family 
characteristics are simply explained by the fact that people learn 
how to function, how to be, in families, in the families in which they 
grow up. They put into practise in adulthood what was learned and 
experienced in childhood. Other aspects are not so simply explained. 

(3) A conceptualization of the family as a system structured by current 
interactional qualities of family life. This frame of reference is that 
which is usually referred to as ‘the systems’ or ‘structural’ approach. 


This paper suggests that psychoanalytic thinking can make crucial 
contributions to formulations of the family using these three frames of 
reference. We think, also, that the psychoanalytic conceptualization of 
the treatment process is useful in understanding some of the processes of 
family therapy. However, the paper does aot suggest that the treatment 
techniques, developed for therapy of neurotic young adults, are ap- 
propriately applied to the therapy of whole families. Psychoanalytic 
understanding, it is suggested, can be used to formulate a full picture of 
the family as a current, evolving and historical structure. Such an under- 
standing can be used to perceive a treatment focus, to institute sensible 
treatment strategies and to identify reasonable techniques, within such 
strategies, in order to work with the perceived focus (or foci). 


The life-cycle of the family 

The relationship between psychoanalytic schemes for understanding 

individual development and the elucidation of family development, has 

been described in some detail for a specific purpose (Pincus and D e 
S 2 are, 
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" ee Pg : aspects | 

1978). Here we can only give a bricf summary. A fits rs ie. 1977) 
of the psychoanalytic models of development has been DM 
and forms the source of conceptualization fon thig ae k : place through- 

The long road of human development is presumed babs : E the crucial 
out life. Much emphasis is put, in psychoanalytic pic rie first six to 
importance of earlier years of life (and for ics wa i SI acteer oF | 
twelve months especially). This is, in this author's view, p is dharndiét- 
psychoanalytic treatment requisites. Each phase of human i a asec ia die 
ized by having features of essential tasks to be partonic, : 1 fulfilment in 
next phase is to be optimal. For example, v Pan uide enable the | 
relationships with parents, in the years preceding selino! r 7 m psycho- 
child to manage the demands of non-family adults in schoo amily in 
analytic descriptions, these tasks are often put forward pri on within 
terms of the internal changes and adjustments that have to go sast 4 
the interior of the child’s mind, in order to have optimized unit of 
enter the next phase. However this stress is to be scen as the ou become 
the need, in the psychotherapy of the individual, to help people “a selves 
aware of the extent to which they can become responsible for ahs notion 
and what happens to themselves. Few psychoanalysts hold dritte à 
that the evolution of personality is solely the function of the Sie 1900, 
mental life, The models put forward by Freud himself es 1971) 
1905, 1923), by Anna Freud (1966), Klein (1932) and Kohut (1 ‘r author? 
tend to put emphasis upon these internal, mental processes. Omer ‘Mahler 
such as Winnicott (1965), Balint (1952), Spitz (1957, 1965) i that o 
(1968) place emphases on aspects of the environment, especia Y usate 
maternal provision. Erikson (1950, 1959, 1968) who is of especial re Jitics 
for our Purposes, looks at the n 
in terms of Societal d 
personality th 
development, 'amilial 

The model being put forw 


" xstand. f a 
ard here, derived to underst » member 
interactional influences upon the development of the family S. 


sae pec 
om psychoanalytic theory certain is the 
Above all developmental tasks are viewed in two ways, firstly said á 
nature of the personal tasks and Processes of the individual, that : dis asks 
ize each phase, and secondly at the demands of others that ae: 
require or impose. For example, toddlers can be seen to haya autonomy" 
psychological need to explore the extent of their own power mS ie same 
(This is the emphasis that is put here on the anal phase.) , experi 
time the actual limitations of their strength, competence Pilas nee 
makes it necessary that adults have to take care that the toddlers 


i E ental qua 
ature of the wider environmenta pects 
e r se as , 
emands, and their effects upon those í person? 
DARIN : Course O 
at are encouraged or inhibited in the course 


al, 
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Increase and ascertain their autonomy, does not expose them to excessive 
fear and danger. At the same time the adults, the parents, have attitudes, 
direction and extent that the toddlers 


responses and investments in the 
Push their need to explore their autonomy. Specific parental responses to 
the pleasure in faeces and so on may be understood to be, in part, deter- 
mined by parental anal stage experiences. Likewise, as a mother of school- 
going children begins to forsee her future, in the post-parenting phase of 
life as being one relatively freed from the demands of constant child care, 
aps extend her commitment to her own 
pursuits. Her children 
ying degrees 


She has need to review and perh 
out of home life, for example her career and leisure 
and husband have to adjust to facilitate this move, with var 
of disapproval, encouragement, fear of loss and hope for enrichment and 
so on. The model of the life-cycle of the family that is presented attempts to 
show the interaction between the phases of development of the individuals 
9f the family and the characteristic critical tasks of the phases and the 
Summation of these individual tasks. Being a baby is assumed to require 
Certain tasks for the baby, which make certain demands on the mother 
and father who, in turn are themselves having to cope with the demands 
of their own life phase (late adolescence, young or middle adulthood) in 
the face of the state of the marriage (e.g. first or second marriage, first or 
later baby) and its specific characteristics. At the same time the parents 
I actuality and in their internal world of expecta- 
act with their own families of origin. In 


are also in relationship in 
tions and experiences, in cont nilic 
Making an assessment of a family the location of the family members on 
the unfolding course of their own life-cycle can be plotted in parallel with 
that of the other family members. The more there are family members 
at important critical transitions or phases in their lives, the more likely it 


TABLE 2 
a 


Phases in the life-cycle of the family 


Courtship and carly marriage 

Phase of pregnancy and infancy 

Phase of toddlerhood and school-going 

Emergence of adolescence and entry 
of offspring to adulthood 

Mid-life and post-parenting phase 

Grandparenting phase 
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and ~ 
is that the family will be encountering stresses and need for adjustment $ 
idua 

change that springs largely from the fact of the multiplicity of indiv 


crises. 


I 
| 


TE. life- 
'The accompanving Table 2 shows the suggested phases of ae mely 
H x 1 
cycle of the family. It is considered that this is in itself insufficic 


detailed for any substantial family assessment. 


arent 
Grandparen? | 


ni 


Mid-life tim? 
žerisis)- 
E iintaining 


TABLE 3 4s 
Individual "l'asks for Parental Parenting 
phase individual phase tasks 
(1) Babyhood Discovery of own Young Considerable 
body. Object adulthood. constancy of 
constancy. Self-other caring needed. 
discrimination. 


Accept extreme 
biological 
dependence. 
Begin to accept 
AbT 
personality. 


Development of 
basic trust. 


(2) Toddler phase Learning to walk 


and ability to move 
away from caring Sen 
adult. Cope with 
ability to hurt loved 
ccept pain of 
shame and doubt. 
Begin to discover 
gender identity. 
Self/identity begins. 


Limitation of power 
explored. 


Learn to speak. 


Parenting Careful manage- 


itivity to 
self-esteem. 
Accept and help 
define personal 
characteristics. 
Accept play. 
Provide appro- 
priate tasks to 
develop ego 
skills. 


(3) Oedipal phase Balance jealousy, 


rivalry and love of 
both parents and 
acceptance of their 
relationship, 


Increasing Accept child's 
authority. gender identity. 
Role in world — Establish clear 
more defined generational 


1 and and role 
Begin to learn established, boundaries. 
values and rules, Give clear rules 
and values. 
(4) School entry Accept care from Accept ability 
and latency adult other than to separate and 
parents, allow closeness 
Share caring adult to peers and to 
with classmates, teachers. 
Enjoy and use peers Encourage 


phase. ment of distance. 


an 


»port 
supr istal ane 


helpful 


1d 
Widen chil 


experien ra -— ( 
adults- 
occasion? 
refuge: 
| 
( 
( 
"I 
id polit 
prov! way 
times 5 ont ( 
from P 
ct as à 


AP lbs. Y 
addition co! ` 
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ndividual Tasks for Parental Parenting 
phase individual phase tasks Grandparents 
for self-development. interests, even adults. 
Discover particular when different 
interests and from the 
become able to family. 
work. 
) Pre-adolescence Find ways to accept Possible mid- Tolerate re- Possible 
and adolescence and enjoy sexuality life time. emergence of retirement, 
first in phar Plateau of early infirmity and 
and masturt powers and tendencies. involution. 
then by identifying social place. Accept intense 
potential partners Perhaps crisis mixture of 
and exploring of doubt and progressive and 
relationships with fear. regressive 
them. trends. 
Develop identity Acceptance of 
‘acteristics on impending 
of self and adulthood of 
differentiate from offspring and 
parents. entry into old 
age of own 
parents. 
) Young Establish separate Post-parenting Accept distance Infirmity and 
adulthood life style and phase. of young adult death likely. 
domicile. Find offspring. 
adult social roles Find satisfactory 
Set up enduring marriage 
friendships and without 
children. 


loves. 


Begin to manage 


i Courtship and Balance gratification I 
in-law status. 


Marriage and merging in love 
with maintenance of Accepta nce of 
separate identity. loss of 
Negotiate life preceding 
generation. 


together alongside 
the expression of 

the unconscious long- 
ings and wishes put 
into the loved one. 


8) Pregnancy and Cycle restarts with Grandparent- Accept new need 


babyhood— returned need for hood. for offspring to 
Parental phase closeness and some be close as 
reliance on parents. adults. 


9) Mid-life phase 
10) Old age 
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Family tree 


6 SMGF 
GM PGF MGF MGM 
: Died 1948 | | 
Mo 
Po! Aunt Fa Po! Uncle Mat Aunt a 
y 
48 yrs &7yrs 44 yrs Died 1978 y 
f T T ein 
Doughter Daughter Son 
18 yrs I6 yrs II yrs 6 yrs 
Life-cycle location 
Ist Generation "— 
X `, HB SMG 
MGF PGF MGM MGI Working 
Active, Retired, Active, Died. Me 
Chronic chest I 


nt. 
retiremen 
disease, recently 


worse, 


2nd Generation 
Mother 


Returned to job 
she had before 
children born, 


Father Paternal Maternal Aunt 
Uncle 
Unmarried. 
Lives with 


vance" 
$ 2 ast Caf 
Well established 

Production worker 


With worries about 


Died with brea 


x PGPs. 

this vear, keeping up work rate. me 
3rd Generation 

Daughter Daughter Son Soin 


Left home and 
living with 
boyfriend. 


Leaving school but 
with history of non- 
attendance, 


i It. 
Overactive, difficu 
The presenting 
problem. 


Figure 1. Family tree and life-cycle location. 
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Table 3 attempts to relate the phases and tasks of individual develop- 
ment likely parental phase tasks imposed on parents, and grandparental 
tasks and likely phase. This table is no sort of model of family phases 
because it totally fails to show interactions between different children of 
the different gencrations of the family. 

Figure 1 shows an example of the life-cycle locations of the members of 
three generations of a family at a particular moment in time. 

This family presented with the parents and school complaining of 
Over-active difficult behaviour of a six-year-old son who also was seen as 
having severe temper tantrums. The family tree, as such was relatively 
uninformative (it will be discussed briefly in the next section of this 
paper). However when the location of the family members on their life- 
cycle was observed, some important features were identifiable. Firstly, in 
the first generation, the worsening health of the paternal grandfather was 
of importance as he had been a very reliable support for the presenting 
family. Moreover, his infirmity was a worry for father, who himself 
found his income threatened by his diminished rate of work on a pro- 
duction line. The fact that maternal grandfather had died when mother 
was fifteen years old had some significance for the sixteen-year-old 
daughter of the presenting family. The death of mother's elder sister in 
the months preceding referral had been a severe shock for mother, not 
only because of their closeness, but because it had made her even more 
upset with her menopausal discomfort. The third generation showed 
that whilst the elder daughter of the family had got away from home, her 
sister had had clear separation problems throughout her secondary school 
life. The presenting problem, the youngest child, had not really shown any 
signs of scttling at school. First assessment, therefore, showed critical 
life transition points in three generations, with, in the presenting family, 
coincidence of parental mid-life preoccupations and adolescent and school 


entry transitions for three of the four children. 


Crises of loss from and addition to the family 


This last case example is presented in order to show coincidences of 
transitional life crises arising from the natural course of human growth, 
In addition the effect of illness as a threat of loss and of death as actual 
bereavement, introduces the obvious fact that there are natural crises 
that do not derive from considerations of the life-cycle of the in- 
dividual. Losses by divorce, desertion and death and additions by 
Temarriage and the recruitment of step-siblings, also constitute stress 
for families, The presence of these factors must be considered both 
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: s historical features of the 
in so far as they are currently occurring and as historical featt 
family. . me > effect of death, 
"There is a whole body of psychoanalytic Writing on the wes pip 
commencing with the work of Freud (1917), and wer cid Bowlby 
This corpus has been critically evaluated and summarizec ) 
7 and 
(1969, 1973). . T.—— 
The role cf loss and additions to the creation of family str 
function, can only be mentioned. 


The historical, intergenerational structure of the family 


, 
E les ^ e 
In much of the writing about thc family the concept of en ie 
applied to a description of the rules regulating the way the ri xn uut 
('the elements of the System") relate to each other. "De ally derive 
family as being understandable also in terms of its n family 
characteristics. To the extent to which the ‘shape’ and qualities anet 
life and relationships can be seen to be determined, in part, by the " inter- 
of family ancestors, then it is reasonable to talk of histonak quite 
generationally ‘structured’ aspects of the family. This structure is wants 
simply the outcome of the obvious fact that 
is carried out under the influe 
the family of origin. Each 
Minations about the nature of the fa 
long for or fear. These qualities :» interaction. 
Part deeply unconscious, The Way that the two parents, 1n utis 
With the external social contingencies, and the actual exigent qué fi 
the children of the marriage, Istru 
the nature of family lifeand relationships, will determine its actua A or 
Psychoanalytic theory is rich in explanatory and iani) mg te 
linking the current life of the Person to earlier experiences in heri 9 
Parents. Because of the demands and techniques of the pepe He 
the individual, there is a reat tendency for psychoanalytic with he 
i On experiences of the child or baby quali 
mother. However the famous oedipus complex is to do with ue rns 
of the person that are the outcome of the developing child's re 
that they are in a three-person relationship, * 


1s 


E 


family making, in thc pr 


els 


ind 
,5; liie 
f two T 


* " chi [0 
* The language here 1$ somewhat technical, Of course a child ang 


he r: by 
with both parents and some sibs and other relatives, is well Ed aetna b 
People in his life, A child of Six, may live a life almost genii iini eat 
one person, e.g. his mother, However the two year old does clationshiP 
conflicts and problems that are inherent in a three-person rela 


whereas a six year old is capable of such experiences. 
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The preoccupation with the use of transference as the therapeutic 
technique, i.e. psychoanalytic psychotherapy, and with the need to enable 
the patients to find their own maximum responsibility for what happens to 
themselves, has resulted in a certain emphasis in the psychoanalytic 
theory of personality as put forward. Personal, ‘intra-psychic’ factors are 
given dominance over inter-personal forces effecting the person, and early 
mother-child influences are given more weight than later experiences. 

A more complete model of personal development can show that ex- 
periences from all phases of life are internalized and effect subsequent 


relationship expectations. 


PGF 4— ——» PGM 


a / 
Daughter Doughter Son \ Son 
ee ad 


Figure 2. ‘The figure illustrates the idea that the parental experiences within their 
families of origin become part of their inside world and so become part 


of their family of creation. 


The general principles of psychoanalytic thinking that are used to 
formulate are complicated, requiring a more extensive description than is 
Possible here, The accompanying diagram (Figure 2) is intended as an 
cxample to illustrate the general way of thinking. The example is of the 


fami : A 
amily whose tree is drawn in Figure 1. . — 
Sychoanalytic theory presumes that there are basic motivational 
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essive 
systems (instinctual drives, usually codified as sexual ane or eo 
in nature which shape certain patterns of P Xa ci ia pue d the 
wishes’). These longings or wishes all have the quality of ne sent 
Person to attempt actual or symbolic enactment of activities c T been 
the underlying drive. Much of the underlying drive theory A reoi 
extensively criticized but the elements of the theory are that the r Don 
becomes endowed with an extensive repertoire of memories of actua 


a ont 
; P ; s patterns for subsequent 
phantasied enactments of wishes which serve as patterns for s J 


wie ar 
tendencies in mental life. The diagram of Figure 2 shows a e 
presentation of the process whereby relationship patterns of puru 
interaction. with parents is internalized. The diagram is drawn as ane 
the interactional triad is a once only matter. In fact it has to be es -Á 
that, over time, the person experiences à vast range of such diac 


come 
PCS É é : -hich are to beco 
triadic wishfully motivated phantasies or enactments, which are t 


nvi-Nag 
part of the person's internal world. These patterns [Boszormeny ments 
and Spark (1973) have called them ‘need-templates’] are the major cle na 
that are called upon when the 


person comes into the intense pers? 
relationship of marriage and family. : die internal" 

Clearly the most clear psychoanalytic exposition of this triadic t (1923) 
ized organizational mental agency is the superego which Freud scient? 
hypothesized as an unconsciously and consciously operating cana not 
and ideals System that was built up in the individual on the mm 
only of actual Parental rules and values but upon the internal a we 
of the parents themselves. For our understanding of the eget 
Presume that the pattern of the actual or phantasied parenta mes 
relationship is especially important, as it is internalized and beco 
expectation within the child. 


The interactional Structure of the family 
In the Psychoanalytic 
observes time and 
the therapist that 
from the patient's 


rap" 
Psychotherapy of the individual, the dites i 
again that the patient tends to perceive | pne put 
derive not from the actuality of the ld nood 
own past experiences, especially those of s 973) 
This is the phenomenon of transference (see Sandler ef 4^" subt! 
Moreover, the therapist finds that he i d 
coercion from the patient to enact 
with the patient (Sandler, 
example of the power of the 
can be understood in terms 
the result of the intense im 


à particular form of role ; d 
1976). This regular gaume e self, m 
other to effect the experience d ies hanis! "e 
of two mechanisms. The first wg e ‘ 
portance that is given in menta 


1S 
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It seems that each person 


Perception of the feclings of other people. 
, and uses the observation 


constantly monitors the feeling states of others 
of the state for managing the interpersonal relationship. This is a process 
commonly requiring sympathy and identification with the other person, 
for it to be openly and beneficently expressed. However, under other 
circumstances the perception may be ignored or used for ill purposes. In 
families the closeness of the monitoring and registering of the feeling 
state of the other is clearly at the highest level in the process of normal 
empathic mothering and in the marital relationship. A family interview 
will show, however, that in all families the to-and-fro of conversation and 
non-verbal communication reveals a high degree of mutual perceptiveness 
even when there is a low degree of expressed closeness and rcgard be- 
tween family members. 

"The second mechanism is 
negotiation between family members to balance 
‘This is most simply seen in marriage i 
able relationship with the other despite 
nent. The exchange of 'you let me 
rn from my past if I will do the same 


that whereby there is a usually unconscious 
the needs of one person 


against the other. n which each 


partner maintains a remarkably st 
expressed dissatisfaction or resentr 
repeat and express a dominant patte 
for you’ is widely observable. 

"The negotiated balance of needs of all the family members, each with 
the other both as a diadic, triadic and multi-person system, contributes 
to what is known as the homeostasis of the family. The contribution of 
psychoanalytic thinking to understanding this homeostasis is multiple. In 
particular, psychoanalysis, by its acceptance of unconscious mental 
adily recognizes the extent to which the needs that family 
i so often deeply unconscious but none- 
theless compulsive. Secondly, psychoanalytic concepts of the pervasive- 
ness of conflict and compromise formations in mental life readily 
handle these qualities as they are manifest in the psychological tangles of 
the family. Freud (1916-17) pointed out that neurotic symptoms can be 
changed or even disappear when the patient makes a marriage in which the 
difficulties of the relationship replace the previously internal conflicts of 
Neurotic symptoms are seen as compromise formations 
whereby unconscious but largely unacceptable wishes are covertly ex- 
Pressed in the symptoms. Many of the qualities of both comfortable and 
uncomfortable relationship systems can be seen in the same way. The 
qualities of the relationship, like a personality characteristic or a symptom, 
can be seen to express à longing, a need or a wish, and at the same time 
to: "d the evidence of a compulsion to disguise or defend against the 
wish. 


processes, rc 
members have of each other are 


the neurosis. 


f 
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Conclusion , 
ristics Oi +) 


: ; one family it is always sible to identify characte 
For any one family it is always possible t À ne to the 


ily lif fami ioni scribed accordit 
family life and family functioning that can be described accort d ei y 4 
three frames of reference. The systems or structural approaches 


" A 4 - r . . murrent, imter 
therapy emphasize the third frame of reference the curret E -— 
actional interpersonal structure of the family around crucial t ation 9 


as power and control, nurturance, boundary maintenance and A isl 
attainment, for example. Psychoanalytic psychotherapy with aN azire M 
family may focus on such current structures, but may also pe susi 
the family from disturbing intergencrational impingements, by 3 » also) 
on mourning and historical aspects of the family. Such therapy uw ll 
attempt to help the family negotiate crucial transitions 1n. ie Fem ie 
life-cycle by task allocation or interpretation. However, the focus ' three 
chosen can be identified by understanding the family, using the 

frames of reference. 
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A psychoanalytic framework for a systemic 
approach to family therapy 


Alan Cooklin* 


Family Therapy has no ‘Standard Edition’ or ‘Collected Works’. Many 
Would see this as a major strength of the ‘Family Therapy Movement’; 
Which is not based on a unitary theory, but is united in looking at human 
phenomena through a family (or natural systems) ‘pair of eyes’ (Bloch, 
1973). Inevitably such a picture contains conflicts—they are in some ways 
the stuff of Family Therapy. A central conflict often rises between the 
Interventions based on psychoanalytic theory and those based on com- 
munications theory. In Madanes and Haley’s (1977) review of six 
Conceptual approaches to family therapy (Psychodynamic, Experiential, 
Extended-family, Behavioural, Structural and Strategic), one of their 
main Objectives is to differentiate the approaches based on communica- 
tions theory (structural and strategic methods) from methods which they 
Sec as having an origin in psychoanalytic theory. One point which is 
Stressed in this and other writings from the ‘Communications School’ is 
that their approach is in no way based on a theory of repression: ‘It is not a 
therapy related to lifting repression or bringing about self-understanding’. 

his they contrast with the various psychodynamic approaches which they 
See as aiming to: ‘bring about insight and understanding, and to express 
se distinctions are being based on a 


Emotions’, [t seems clear that the 
Particular model of psychoanalytic theory, which in psychoanalytic 
Writings has usually been referred to as the topographical model. ‘This 
model is based on classical instinct theory, and within it repression might 
"deed be seen as holding in check instincts, feelings, or emotions. A 
ferent model of repression is provided by the object-relations view of 
Psychoanalytic theory developed by Fairbairn (1952) and extended by 
üntrip (1968) and others. In this model repression would be scen as a 
®chanism for retaining powerful intimate relationships outside the 


explisn 1: we M 
i Plicit life arena. The goal of such repression is to make the remaining 


elati : 
lationships tolerable. 


Nw, Marlborough Hospital, 38 Marlborough Place, St John's Wood, London 
‘VWs OPJ. 


01 153 
63... — - "ur 
4445/79/020153-4.13 $02.60/0 (O 1979 'The Association for Family Therapy 


154 A. Cooklin 


5 " d 
iti ily therapists have found the interventions developee 
uo) aas =a M Ride ibn helpful arae s ipn 
Bn i apg oni therapists have often found a ayee Y nasi. 
ara € RE dm apto to be helpful in throwing light on à a» oW 
polenta D came turmoil experienced. by family members. dim) 
i singin fict between these two theories has often led to T i 
elton posh The difficulty in resolving this conflict ni pa 
erri ai B fp ti ular psychoanalytic model being cited " Md 
partly because the partic psy diy AEP haga me des 
based on early instinct theory. In family her PA die icr P 
theory of repression, the goal would become the m f ds family. "Thé 
hips (often highly conflictual) into the explicit li J ar Or ad Bust 
i a ist’s task is then to find therapeutic methods which wi 
sin gientios into the arena of the f. 


4 qe to the 
that this happens in such a way that new solutions can be found 
conflicts which the family may then face. f o sik tis OE 

This paper considers a psychoanalytic model of the family base 


sd 
Pi : * x Ane eee t with 
repression of intimate relationships, which appears to be — 1 and 
Systemic model of family interaction, and with certain structuri 
strategic interventions. 
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T $ . "^ ansur 
amily's interactions, and € 


A Psychoanalytic model 


The model developed in this paper is b 

object-relations theor 

extrapolation of 

by Dicks (1967) 
(1) Preserv. 


(2) Intima 
(3) S 


- che 
ased on a modification of UY 
ality developed by Fairbairn. A a sided 
ation to marital therapy has been prov 
al's primary goals can be seen as: 
ation of the integrity of the self, 

Cy with another. 
cparation and exploration, 


y of person 
this theory in rel 
- The individu 


, in 
Figure 1 depicts how internalization of the ‘other’ allows the € ae 
a state of helpless dependence, to achieve some equilibrium betw a the 
need for survival, the need to maintain intimacy with the ‘other, 4 . 
need to explore ‘outside’, Although the term infant is used here pem ee 
terms ‘mother’, ‘object’, or‘ are used to express the one who i$ pn 
it is not a linear developmental model. What is being described is a P i 
by which one can repeatedly Negotiate these three needs throughout, 
The internalization of the ‘other’ is a means to gaining control ie in^ 
object of the need, to ‘feeling with’ What is needed, so that one id ns nay 
constant and intolerable State of longing and desire. Different to ifere : 
been used to describe What I believe are similar phenomena from 


other’ 


è 
hc 
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Mother / s x 1 f 
object / 'other'|- - — > -- -> needed other 


2: state of 
stote of birth / fusion helpless À À 
dependence 
= SAIS e needy 
infant 


———À9»- Exploration 


state of reciprocal dependence 


Fig 
ure srnalizati 2B i imarv . : 
1. Internalization as a primary defence against helpless dependence. 


(a) 
intolerable longing 
EG exciting par SSS ‘excited’ ‘ns! 
of the other needy self 
LLL CALA 
——— 
tolerable longing self 
compatible with a (infant ) 
p 
reciprocal relationship 
i 
1 
(b) Y 


| 


tolerable relationship 
maintained by 
1) Depletion of self & other 
2) Internalization and re- 
pression ‘out of sight ' of 
the intolerable relationship 


depleted image 


| v ospect of the 
7 AN dependent 
a'h relation 
AL ship, 
DS 


of ‘other’ 


Fi 
Bure 
2. Internalization as a secondary defence, to make intolerable relationships 


manageable. 
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conceptual points of view; Introjection (Klein, 1948), Imprinting (Bateson, 
1966), or an internal working model (Bowlby, 1969). ‘The problem faced 
by one in a state of helpless dependence is that the other is needed and 
cannot be done without, and that one cannot leave. In Philip Roth’s 
Portnoy's Complaint the dilemma of the little boy who wants to leave 
home is graphically described. As the front door slams on him 
clutching his suitcase, he suddenly realizes that there is nowhere to 
go and he has to turn and ring the bell. The question here is: how docs 
one cope with the intolerable aspects of a relationship in which one i$ 
helplessly dependent? (This issue in an extreme form is faced in the 
Double-bind hypothesis (Bateson et aL, 1956) when the intolerable 
relationship is combined with an injunction against leaving the field.) 
Figure 2 depicts the use of internalization as a secondary defence in order 
to make the intolerable manageable. It is a fact of life that one cannot 
always have what one wants. T'o varying degrees this is tolerable. But for 
the infant (and later throughout life) there are those aspects of the ‘other’ 
which excite some aspects of oneself to a degree which is intolerable. T'he 
need (whether it be for comfort, intimacy, food, sex or whatever) must 
either be satisfied, or the relationship discontinucd. However, for the 
infant, and throughout life in certain dependent relationships, the latter 
solution is not available. Whether it is the infant in relation to the mothers 
or in less intimate relationships the child in relation to a teacher, or an 
employce in relation to a boss, the problem is that a tolerable relationship 
has to be maintained. One solution is depicted in Figure 2(a) and (b). 
The part of the ‘other’ which excites need (called here ‘Exciting Other» 
E.O.), together with that aspect of oneself which experiences the intolerable 
d^ (here called the ‘Needy Self’; N.S.) and the intolerable feeling of 
onging forms the intolerable relationship. In the diagram the whole 
relationship (all three components) is dissociated, internalized an¢ 
repressed and thus put under control. For e 
not feel in a position to leave his 
or a rise. He will continue to wi 
will be un 


xample, an employee who may 
present employment, may want promotion 
ant these advantages, but the relationsh!P 
able to tolerate his repeating his demands all day and every day: 
If, everytime he sees his employer he is reminded of what he wants, aP 

asks for it, he will threaten the survival of the relationship. He may, 
however, continue the internal dialogue with his boss, but this woul 

ultimately become intolerable if it totally preoccupied all his thought: 
Ultimately he will need to repress the relationship and put it out of mine 
One can see from the diagrams that as a result of this solution both the 


H H 1 s i he 
image of the ‘other’, and the image of the ‘self’ are depleted in terms of t 
explicit relationship which remains. 
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The individual in a state of helpless dependence faces a similar impasse, 
and adopts a similar solution, in dealing with intolerable anger: towards 
the ‘other’. In all relationships from time to time the other will be 
perceived as hurtful, either through rejection of what continues to be 
longed for, or through inflicting some form of pain on one-self. Depending 
on the ‘other’s’ capacity to tolerate anger, the self-awareness of this 
capacity, and its communication within the relationship, a degree of anger 
towards the ‘other’ is tolerable. However, beyond a certain level, anger 
will be experienced as threatening the survival of the relationship, and as 
such will become intolerable. This has been depicted here as ‘intolerable 
rage’, A similar solution ensucs. The rejecting/hurting part of the other 
(called here R.O.), the aspect of the self which is enraged (called here 
enraged self; E.S.), and the intolerable rage which threatens the relation- 
ship are all internalized. Again, the whole relationship is internalized. The 
employee who has had a row with his boss will either have to le 
‘bury the hatchet’. On his way home he may continue the relationship 


internally; ‘Oh, I could have really put him in his place if I had said this 
or done that..." However, 


pervade his consciousness, 


ave or 


if this relationship were permanently to 
he would be unable to work. 
relationship then has to be repressed in order that th 
can survive. In the resulting situation, there is 
‘other’, a depleted image of the ‘self’, and desire or hostility from one to the 
other which is tolerable. The intolerable relationships are intern 
and repressed. An additional factor is depicted in the internal situ 

The enraged self (E.S.) continues to attack the rejecting/hurting ‘other’ 
(R.O.), while the needy self (N.S.) continues to crave the exciting ‘other’ 
(E.O.). However, the enraged self directs hostility not only at the rejecting 
‘other’, but also at the relationship of longing. One can sce such a situation 
in external relationships when one person tries to free another from a sulk. 
However much he may long for intimacy with the other (‘making up’), 
the enraged self attacks not only the ‘other’ but the craved-for relationship 
With the ‘other’, and he is thus unable to give in to the longing for close- 
Ness. It is the actual nature of the relationship in the original situation 
between the parent and child that determines to what degree the relation- 


Ships have to be internalized and repressed. While it must be assumed that 
this process will aly rays happen to a degree, this theory does not imply that 
the solution is for parents to give children everything they want, and to 
tolerate all their anger. What makes the relationships intolerable, and 
ads to the need for their dissociation, internali ion and repression, i 
determined more by the nature of the ‘central survival rel ! 
'S not Strengthened by the parent who does everything 


This internal 
e central relationship 
a depleted image of the 


alized 
ation. 


s 
ationship’. This 
the child wants, but 
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more by the parent whose intuitive understanding of the child s pror 
dicament allows him or her to say ‘no’ appropriately without withdrawal A 
retaliation. The latter (withdrawal or retaliation) is frequently —— 
panied by guilt, followed by denial, and may be the basis forie " we five 
dictions contained in the primary and secondary messages KESAN a nents 
child, as described in the Double-bind hypothes s. It therefore pues 
likely that the more the central survival relationship can tolerate sane 
statements about that relationship, the less will the internalization 4 
repression of the intimate relationships become necessary. cession 
However, the result of these proc of internalization and epres! v 
is to leave a depleted individual. ‘This is to say that there will be s 
the ‘self? which are not readily available for engagement in current relat’ 
ships. i offer 
The advent of adolescence, and of adult sexuality and marriage pro 36 
the prospect of rcinstatement of the lost relationships. For the girl the hof j 
is that the Prince will turn the poor ‘depleted’ Cinderella back s - 
Princess, and for the boy that the Princess will turn him back from a frog 
into a Prince, 


: P 4 cek out 
In the courtship process there is a tendency for one partner to seck i 
another who has a similar degree or ‘girth’ of the self available. ‘This i 


1 es 3 has 
contrast to the expressed fantasy which may be to find another *who 


more and may give to me’ or ‘who has less and to whom I can give’. '! A 
is also a tendency to seek another who will either ‘see me as I am Mu 
tomed to being seen’, or who will ‘release me’ (and allow reinstatement 
the repressed relationships, and fulfilment of ‘dreams’). 
After a varying length of time 
three or four years 
risk exploring furth, 
exploration risks: 


(1) The development of trust, leading to: 

2) A search for greater intimacy, leading to: 
3) A loosening of the repression, leading to: 
(4) The return of the repressed relationships, 


f 
0 
One partner, A. may then demand that the other, B. tolerate the retu” e 
A.’s repressed relationships, Clearly ane 
‘other’ can stand it, it means that t 
valuable ‘therapeutic’ 
the lifting of the repre 
loosening of repressio 
ensucs. The resultin 


: ;. in some 
(in some cases a few months, in in to 
and in others many years) the partners will ag 
er than the initial idealized marital relationship- 


Ed 


if this process is successful à 
at the marital relationship is pomo ur 
experience for both partners. NT for * 
ssion in one partner excites a similar longine de 
n in the other, and vice versa. Eventually : about 
& marital conflict, which may apparently ha 


learning 
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H : CE P wa P " 
Whose job it is to do the washing up’, is in reality about who is prepared to 
engage in whose repressed relationships. To put it another way: 

‘It’s your job to be the mother I longed for’, i 

‘No it's not. It's your job to be the mother who rejected me. 
Inevitably and to varying degrees, this stretches and strains the ‘central 
survival relationship’. Several factors will determine whether or not this 
interchange is ultimately a valuable re-learning experience for both 
Partners. 


(1) Whether the central survival relationship or marital bond is strong 
cnough to survive the onslaughts. 

(2) Whether there is enough of the central self available to engage in 
this relationship. 

(3) Whether or not the repressed relationships are too destructive, when 
released. 


"These three factors are clearly inter-related. If, for one of these or other 
reasons, this interchange, which approaches the proportions of a violent 
football match, is experienced by the partners as too destructive or 
frightening, there are three possible solutions available: 

(1) The partners may separate—while this is often the most obvious 
solution to an outside observer, it is striking how much pain 
marital partners will tolerate before they decide to separate. This may be 
because the individual who has the most powerfully internalized repressed 
relationships, is also the same individual who may feel most depleted 
experience most need of another's presence for survival. 

(2) In order to maintain the ‘survival relationships’ the children may be 
engaged in the unacceptable repressed relationships. That is, the parents’ 
‘survival relationship’ is maintained by the child becoming the repository 
of aspects of the ‘other’ for both parents. For example, the child may 
become the rejecting other for B. when A. has rejected that role, and the 
exciting other for A. when B. has rejected that role. One can see that what 
may then happen is that the child will begin to be seen as some aspect of 
the parents’ parents. It is therefore likely that the child will have the 
8reatest difficulty in the area of these particular intimate relationships. As 
à result it will be these aspects of the child's own relationships with A. and 
B. which he or she will tend to need to internalize and repress. The child 
May then unwittingly find him or herself behaving in a m 
*Pproximates to the way the parents saw their original ‘other’ 
Child is seen and may approximate the behaviour of some 
Brandparents, This, therefore, offers one scheme 
Model of Family ‘Therapy. 


and conflict 
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, T ich is 
However, this is still a lively state of affairs. It is a pope ap e 
likely to encourage scapegoating; conflicts are likely to De P onte 
learning may continue to be possible, in as much as the battle de 
the continued striving for the intimate relationships. l nuch of € 
(3) Relationships with such potential conflict may prove tao al partners 
threat for the family's survival. This is most likely if the P depletion 
experienced themselves as severely depleted. Because of wh all costs 
experienced by the individuals, the preservation of the family 8 tede M 
may then become a desperate need. Maintenance of the xu iater 
an institution may be experienced, first by the original partners na In 
by the whole family, as the only solution to cach individual's ipia antl 
order to ensure this survival the repressed relationships must be are their 
This can only be assured if the individuals can be made to feel Ha fid 
needs are in some way being met. The reality is that these needs C? 
be met unless the various members c 
with each other. As it is necessar 
they are close to each other ( 
has to be found to dispose 
described here 


- hips 
an engage in intimate relations? 
y for the family members to believe cans 
"We're a very close family really’), some asi 4s 
of the repressed relationship. ‘he d a 
, involves the pooling of the repressed relationships, the 
loss of boundaries between family members at the intimate level. On y in 
depleted ‘survival’ self remains discrete, and available to ong ot? 
external relationships (Figure 3). As a result a secret family life sah one 
in the form of shared fantasies which are not easily attributable to A easi 
member, or may casily pass from one to the other. The shared fan form 
will often be unclear in content, non-explicit, and presented in te : 

of secrets, The phenomenon described here has been referred to - 0 
Family Group Preoccupation (Cooklin, 1974). It has the dual funct and 
a binding f family, preserving the family as an institution * 


orce for the Sf 

" 1 B M . . $; g € S 

protecting the individuals from isolation; and protecting pu 
lal relationshi 


intimate and conflictu ps which could threaten such a $) he 
Individual member: ily who try to leave may experience pur 
€nt urge to return, whilst "o 1 
any particular individual. Some fe 

are: 


ing to be with 


of a family organized in this way 


: ; 3 ;o pers? 
(i) There is an accent on the family rather than individuals or two-P 
relationships, 


«4 en 
ee ~ B ^ ; id Á 
(ii) Communications tend to be centrifugal or cyclical and ps the 
^ P ó j 
countering the family Preoccupations’ as this would tend to ™ jon 
shared fantasies ex 


ati 
PES i „sed rela 
a plicit, differentiate each person's repressed 
ships, and lead to conflicts. 
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Figure 3. Pooling or sharing of the unacceptable relationships in a common shared 
Family Preoccupation. Features (1) Accent on the family rather than in- 
dividual or 'two-person' experience. (2) Centrifugal or cyclical com- 
munication. (3) Fixed roles with myths playing an important part in how 


the roles are perceived. 


Failure of mourning of past 


ral relationships. e.g. parents 
Poor investment in current 
2 person relationships 


loss threatens the 
weak reality base 
eg spouses 
weak base in 


present reality 


Figure 4. Resultant situation: ‘Unreality cycle’. 
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" arti ow 
(ili) Roles tend to be fixed, with myths playing an important part 1n h 
these roles are perceived. l -— 
(iv) "There is a tendency towards loss of boundaries peciit T d 
viduals and between appropriate sub-sy tems (such as ‘ot beri ptio 
male/female). This resulting situation is very close to 3 ^ S feta 
of Enmeshed Families (Minuchin, 1974) and to the state of Ps 
mutuality described by Wynne et al. (1598). 


7 A > between 
Furthermore, the current two-person relationships, seamen | pen 
the parents, cannot serve as a firm reality base for ed ^ T i 
stimulates a vicious circle. It will tend to increase the degr ce to bond 
children will need to internalize and repress intolerable relations cent 
the parents, in as much as the parents are unable to agro rim aii 
relationships with the children. This further depletes the chilc This 
increases the survival value of the Family Group Preoccupation. 
resultant situation is here called the 


‘unreality cycle’ (Figure 4). The a“ 
depleted the individuals are, the more dangerous is the p sim i 
separation and loss. The failed mourning of past relationships then i 
poor investment in current two-person relationships. ‘This leads to 2 
base in present reality, which is in turn casily thre 
of loss. The difficulty in coping with loss furt 
Mourning of past relationships. 


perience 
atened by any apm of 
her leads to a failur 


Implications for family therapy 


The implication of this model is that 
is to create a setting in which re 
re-experienced, Perhaps 
aspects of intimate 
back into the orbit 
couraging free “expr 
situation so far des ay The 
described in Jackson’s original paper on Family Homeostasis (195 a ene 
family’s capacity to accommodate change is, therefore, likely to ? 
hanced if the following factors are fulfilled: nts 

arent? 

(1) If the intensity of the intimate relationships between the p? 
(and their 


enced 
: à X peri 
accompanying conflicts) can be more fully expe 

This is likely to lead to: 


ist 
Soon rherapis 
à central task for the family therat 


"rate y 
Pressed relationships can be appropriato 
it needs to be stressed here that bringing ^. 
relationships which have been previously repre 
of current interaction is 
ession of emotion’ 
cribed is likely 


; with em 
not synonymous pm che 
: à see Chi 
- It is not difficult to see ines i 

y sys 
to foster a ‘steady state’ sy 


AS 


b- 
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(2) "The development of bound 


, child § 
aries between the parent and c 
systems. ‘This in turn will t 
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end to provide a setting in wh 


: , m A 
Psychoanalytic framework for a systemic approach 163 


(3) The internalized repressed relationships in the children can be more 
safely brought back into the family’s interactional arena. 

Fulfilment of the first two factors is in line with structural theory. The 
third factor poses the question as to which, often painful intimate relation- 
ships in the family, the children need to share in during therapy? The 
structural methods of delineating parent/child boundaries, and precipi- 
tating the parental conflict will both tend towards the re-experiencing of 
intimate relationships. Strategic methods based on paradox may also 
ultimately produce similar results, if they upset the system which main- 
tains the repression of intimate relationships. 

What follows is an example of three such interventions with the T- 
family which facilitated this process. * 

Cindy was eleven and was brought by her mother because she kept 
'erying all the time’. She cried frequently and incessantly which was said 
to ‘drive everybody mad’, and at one point her mother had feared murder- 
ing her. Although her relationship with her stepfather was less intense, her 
crying similarly provoked him. She had a brother John aged nine, and a 
sister Sheila aged eight. The family was seen in all for five sessions. 
During the first session it became clear that the father was seen as ‘a baby’ 
and part of the children's group, while the mother was seen as stoical. 
This family had faced many losses and tragedies. The repressed relation- 
ships could only be guessed at in the first interview but appeared to 
involve anxious frightened demands for reassurance from the children 
that the family would stay together; while from the mother there seemed 
to be a repressed demand to be looked after and allowed to be weak. 


* 'l'his paper is based on a workshop at the third conference of the Association 
for Family Therapy. In the workshop, presentation of these views was followed by 
observation from video tape of part of the first interview with this family. After 
this, members of the workshop were invited to experiment with various approaches 
in a series of simultaneous role plays based on the video tape. It was found that 
those therapists who attempted to understand the ‘gencral feeling’ in the family, 
and discuss its meaning, tended to promote further repression of the intimate 
relationships, which was then mistaken for depression. The approach which seemed 
to facilitate a loosening of the repressed relationships was one in which the therapist 
attended to the details of communications of all modes (verbal and non-verbal) 
between. various dyads, and within the various triangles, asking for these to be 
clarified and made explicit, whilst at the same time demonstrating the myths about 
Communications (‘She always knows w. hat I'm thinking’) and closeness which the 
amily had so far upheld. In such an approach the therapist may subsequently 
Need to reframe these patterns by the use of a directive or an injunction to the 
amily, In this approach the exploration of history may be relevant if it facilitates 
alterations i in the myths about family communications or reframing of the signific- 
ance of current family interactions. 
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At the end of the first session Cindy was given a paradoxical — 
to continue to cry ‘as much as before, or at least just for the Vie ett 
wecks’. She was told that it was recognized by the therapist that sap E 
be ‘a hard job’, but she was asked to continue it pei hao 
cannot be sure what would happen to the rest of the family yet if pug sis 
to change’. The effect of this prescription was that Cindy S mend 
authority to ‘fix’ the family, and prevent the usual flight from the ui ug 
intimate relationships. The fact that this was prescribed also encot e i 
some distance between Cindy and her mother. When they dent id 
the next session they all agreed that they felt better about Hense 
a family, although Cindy had been ‘worse’. At the end of the se nnt 
session the family was set a task, which involved the father taking vier. 
certain responsibilities about the children's management from the qo role 
It was striking that the father had not so far complained about Me di 
although in a later session, after trying to carry out this task, he on 
complain about ‘feeling that I’m just treated as the lodger'. However, x 
result of this task was to precipitate a marital conflict. ‘That is, mother Not 
father risked engaging each other in their repressed relationships. P 
surprisingly mother's relationship with Cindy improved, Cindy at 
crying, and it later transpired that mother had ‘cried more in the last "m 
weeks than I can remember in my life’. At this st € the 
mother had been able to enter into ph 
therapist in which she was 
allow mother to allow fa 
Session th 
freed her 


age it would app 
a repressed relationship W asd 
allowed to be weak. A subsequent task pa he 
ther to care for her when crying (it was only ther 
at he learnt that this had been happening). This task ei a 
to be helpless in relation to him, and to free him to bring bz ril 
repressed relationship in which he was allowed to be a more potent 56* 
man with her, the 


hip? 


If this new structure in this family is stabilized it should allow 
children to feel more f 


$ à "ang 
: à reedom to bring back their repressed relation 
with their parents. 


Conclusion 


on? 
hes 


e 
able experience of helpless depen m 
in the family, which it is feared would threaten survival. In the pa of 
severely depleted, and dese iof 
ns takes the place of true Lear such 
ations’ approach to the treatment 


case, all intimate relationships are 
poorly defined family preoccupatio 
A predominantly ‘communic 
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situations is advocated, but with the crucial added dimension that the 
therapist plans such interventions on the basis of an understanding of the 
repressed intimate relationships in the family. 


References 


Bateson, P. P. G. (1966) The characteristic and context of imprinting. Biological 
Revue, 41: 177-220. 

BATESON, G., Jackson, D. D., Harry, J. and WrakLAND, J. (1956) Towards a 
bag d of schizophrenia. Beliae ioural Science, 1: 251. 

BrLocnu, A. (1973) Techniques of Family Psychotherapy, A Primer. New York. 
ien and Stratton. 

Bow ny, J. (1969) Attachment and Loss, 1. London. Hogarth Press. 

Cookin, A. T. (1974) Family preoccupation and role in conjoint therapy. Paper 
to Royal College of Psychiatrists, June 1974. 

Dicks, HH. V. (1967) Marital Tensions. London. Routledge and Kegan Paul. 

Farrparrn, W. R. D. (1952) Psychoanalytic Studies of the Personality. London. 
‘Tavistock Publication. 

Guntnriv, H. (1968) Schizoid Phenomena, Object Relations and the Self. London. 
Hogarth Press. 

Jackson, D. D. (1957) The question of family homeostasis. Part I. Psychiatric 
Quarterly, 31, Suppl. 79. 

Kein, M. (1948) Contributions to Psycho-Analysis 1921-1945. London. Hogarth 
Press 

MADAN C. and Harey, J. (1977) Dimensions of family therapy. Journal of 
Nervous and Mental Disease, 165. 

Munxvcuin, S. (1974) Families and Family Therapy. London. Tavistock Publica- 
tons. 

Roru, P. (1969) Portnoy's Complaint. Jonathan Cape Ltd. 

Wynne, L. C., Rvcnorr, L. M., Day, J. and Hirsu, S. I. (1958) Pseudo-mutuality 
in the family relations of schizophrenics. Piychiatry; 21: 205-223. 


Journal of Family Therapy (1979) 1: 167-176 


Psychodynamic and structural approaches to 
work with families 


Gill Gorell Barnes* 


Aim 

The aim of this workshop was to explore in vivo some of the theoretical 
Premises that distinguish a psychodynamic approach to work with families 
from a structural, systems approach. 


Method 


The workshop began with a discussion from some notes made by the 
leader, of the differences between the two approaches, and some of the 
tensions inherent in moving from one model to another. A short piece of 
video tape with Harry Aponte as therapist was used to demonstrate a 
structural approach in action. A simulated family was then set up in 
duplicate, both families receiving the same information about themselves 
and being invited to spend ten minutes, in separate family groups, de- 
veloping their roles. Two sets of therapists, one pair agreeing to operate 
along structural lines, and one pair agreeing to work psychodynamically, 
Spent the ten minutes in consultation about method with each other. 
Two twenty minute role plays took place sequentially, and were recorded 
on video tape. 

The second half of the workshop was spent looking at the video tapes, 
Supervising the interventions and attempting greater clarity of style 
between the two therapeutic approaches being attempted. The families’ 
Views on the effect of particular interventions were sought in addition, so 
that the minutiae of interaction between family and therapist could be 
Covered in detail and the two approaches compared within the limits of 
the workshop structure. 
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Introduction 


As family therapy has developed in this country over the last Pd m 
and particularly since the more open discussion facilitated by the for na in 
of AFT, it has become apparent how much the boundaries of the psyc a 
dynamic and the behavioural approaches to psychotherapy Cross wo 
another in the work of the ‘average’ family therapist. A survey of fami 
therapy conducted through AFT in 1977 (Gorell Barnes, 1979, e: P 
paration) showed this to be true of social workers practising therapy arn 
families in a variety of settings. The arca of taking overt control of E 
therapeutic session is the shift that is commonly experienced as we 
difficult in moving from work with individuals to work with families. e 
many writers have pointed out, the therapist is usually in charge of eet 
session whatever his orientation, since all sorts of subtle factors gore! : 
the power relationship between client and worker. Wachtel (1977), n 
example, points out that the therapist is never doing ‘nothing’. . . . € 
ference is not in any event really a reaction stemming solely from the p? 
and unrelated to what the therapist. "really" 
Transference may always be understood 


ways of construing and reacting to what tl 
therapist is never doin 
back 


does or what he is is 
as the patient's idiosynera” 
he therapist is doing—and d 
g nothing even when he is being silent or repeat! 
a question instead of answering.’ (Wachtel, 1977, p.112) . and 
The degree to which the therapist perceives himsclf as directive unm 
feels comfortable with this, is likely to be related to his own t 
inclinations, his training and his practice base. The move into prp 
therapy will highlight discomfort since it is so explicitly a. part pet 
thinking behind therapeutic effectiveness. ‘It will require discipline pi 
ability to exert control over the transactions to be able to study them jp 
to change the patterns that call for change’ (Aponte, 1977). “The n 
ship of the therapist in bringing about change is dependant on DS gor 
being intrusive, directive and in control of the process’ (Walters, NT a 
those who have been trained in the image of the therapist as non-cint? ge 
non-directive, and careful not to disclose himself, the change in self-im^e 
required is indeed a great one, «ter? 
It has seemed to me for some time (Gorell Barnes, 1973) that an E in 
mediate position has been held without discomfort by educato™ | s 
therapy as well as in other ficlds, and here the family therapist havt 
something from behaviour therapy rather than analytic therapy- pe The 
oural therapists see the notion of learning as central to their wor ation 
patients’ difficulties are seen as learned responses to particular on to 
which are now dysfunctional ; therapy is a way of helping the p? 
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unlearn these responses and to learn more adaptive ones. The symptom 
is the problem. It is not seen as a signal of some underlying suffering that 
requires primary attention as a dynamically oriented therapist would sce it. 

The Boston Family Therapy Institute have identified this position, a 
middle position of the ‘therapist teacher’ in the following way. "The term 
therapy as used in psychiatry is a misnomer since we do not cure. Psycho- 
Social interventions be they individual psychoanalysis or group therapy 
provide opportunities for learning. That is, we therapist teachers influence 
the minds of those we treat by offering opportunities to take in new 
information or to reorganize the framework through which information is 
Perceived and stored. We have also developed ways to improve the 


ssibility to consciousness of previously stored as well as new informa- 
tion, and to foster the development of new logics and problem solving 
methods. ‘The total process is more properly called learning not cure. As 
therapist teachers who actively facilitate such learning we must come to 
understand how individuals learn. Such awareness includes not only a 
process internal to that individual but the processes of the systems in 
which the individual lives and learns. The first system is the family’. 
(Duhl et al., 1973.) 

Six years ago I wrote with less clarity, “The borders of education and 
therapy are often hazy and we cannot afford not to consider what it is we 
are trying to achieve for the families who seek our help in the broadest 
sense. ‘This may pose us with the fundamental question of whether we are 
going to be agents of change helping families towards “new and better" 
models of functioning, or whether we are in fact conservers of what we 
have been taught to believe is right; ideas that are not necessarily opposed, 
but that are not always sufficiently recognized as different. We are con- 
stantly caught between helping families and the individuals within them to 
find and be selves to which they can be more true, and helping them to be 
more in tune with what that society, and we inevitably, as its representatives 
and reared as we are within aspects of the same system, believe to be right, 
normal and healthy. Deviation from traditional patterns will be hard for 
us to accept as it is for others, although it is often clear that health is 
better achieved where people have broken with tradition.’ (Gorell Barnes, 
1973.) 

T'o my irritation I find that I remain ambivalent about the therapists’ 
“se of authority which is, I suppose, why I continue to explore the issue 
In Workshops. I am convinced about the effectiveness of directives and 
Strategy but will continue to patrol the border between the importance of 

Crapist effectiveness and client exploration and self-determination, I 
Femain concerned that my work involves the family or patient 


and not the 
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therapist alone asking the question ‘why’; although I am alee seinen c 
that to ask such a question often follows rather than precedes a successfull} 
achieved change, however small (Martin, 1977). po. 
In this country the debate about how and at what level Be benc 8 
should address himself to change in the family will take on its own i seer 
form. In a small way, those attending the workshop enacted and re a a 
the existing differences, while finding themselves spending a pond & “ee 
time in the middle ground, the educative position, despite cache € 
had started from. In the first role play the therapists adopting the str wx m 
Systems approach stuck fairly closely to the central notion or e ai 
that is dysfunctional for the patient holds a purpose and kanenn rar a 
family and is therefore being maintained and reinforced by them m y 
daily interactions (Whiffen, 1978). Work in this context relies aem 2s 
therefore in achieving a change in the overall transactions so that cell 
patient has an opportunity to achieve a different experience of pi 
which will be further reinforced by the others’ different experience nae 
The two named patients were Jean, aged three, overactive and accide 
prone and Polly, aged fourteen, unable to le 


socialize: 
ave the home and sociali 
The therapis 


sts used the interview to challenge the family interactions pi 
attempt to produce concrete alternatives to the stalemate that brought ists 
family to therapy. As Aponte (1977) has described the structural Poa 
approach ‘he will look for the positive arcas in the family’s organizat of 
on which he can build and work with the subsystems in a sequence 

actions that proceed to the desired goal’, 


Family 1. The structural couple 
Jean started the session b 
opening statement, 
two or three minute 


Th. 1 


POE] 
Y disconnecting the mike following sy 
‘it’s not just Jean who's the problem’, so that the 
s of the role play are lost. It picks up with: sug 
(To Jean.) We'll come back to you in a minute. Maybe it ant 
you when we talk about the others. (To father.) Yes, you * 
Saying, 
Father I didn’t know we were 


here 
are problems. Polly’s thi 


x 5st 
coming today but as we em at do 
rteen, 3 d 


4 she doesn't go out, she doc jlac 
anything—she's got no friends at all, she mopes about Fes ee 
and mum’s the same—they’re both stuck in the house, it’s d 
a problem. g 

Polly I do go to school. about 

Father I know you do dear, it’s fine i 


" aining 
at school, I’m not complaining 


that, I’m not criticizing you, it’s just that... 
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Brother 


Th.1 


Eileen 
Th, 1 


Jim 
Mother 
"Th. 1 


Mother 


Jean 
Mother 
"Ph 
Mother 


Th 1 


Mother 
Th. 1 
Father 


Jean 
Jim 
Th. 2 


Mother 
"Eb. 2 
Mother 


Th. 2 


Eileen, Eileen she could go out with Eileen. 

May I ask, Eileen do you go out? 

Yes I do, I have lots of friends. I belong to the local youth 
club. 

So you go out a lot. 

And Jim, what about you—are you in and out of the house? 

1 haven't got any problems. 

Jim's always out. 

(Pointing.) So, you're out and you're out, and you're out, and 
you and mum are in. 

I'm in 'cos I look after this one. (Indicating Jean.) She's at home 
all the time. 

Can I draw, mother? 

You can't Jean, sit down. (Jean draws.) 

So, in a way, Jean is a reason for you two to be home all the time. 
I’m not at home particularly, it’s just that there isn’t time. I think 
it is a bit unreasonable that my husband thinks we should go out 
all the time... 

You don’t have very much opportunity to go out with your 
husband. 

Not very much, very rarely. 

What do you do about it Mr C., do you stay in or... ? 

No, go out. I think we all ought to go out—we used to get out— 
we need to. 

(Pointing at brother.) Mum, he’s just thrown the chalk at me. 
Well you threw the chalk at me. 

It seems to me it’s very difficult being a family altogether when 
Jean causes such distraction when people are trying to talk. 
Now, who does look after Jean? 

(Muted cries— we all look after her’.) 

Well 7 look after Jean. 

(To mother.) Do you get any help looking after her? 

No I don't, well Eileen sometimes helps when she's there but she 
has to go out, she's old enough and Polly helps sometimes. But 
you know she gets awfully worried if she thinks what she does 
isn't right and you do, don't you Polly and Jean doesn't take it 
from you either. 

I can see something else happening now. Jean is distracting your 
husband and what you are saying is getting lost. It's not good for 
you as a family that Jean has to be the centre of attention all the 
time. 
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Jean (Pricks finger and shrieks with affected pain.) Look, blood! 


Father (To Th. 2.) Would you say that again? T 
Thy 2 Perhaps Jean has to stay in to keep the home together. Perhap' 

she would like to go out more. 
Father (Side-stepping.) Yes, why doesn’t she go to the playgroup: 
Mother 


She can’t go because she’s not clean yet. You know that. 
Jean Can I go to the toilet? 

Mother Can Eileen take her? 

Polly IIl take her. (Gets up and does so firmly.) 

Th.1 You can trust Polly to do that. 


å x . . "m ` om. 
A discussion follows in which Jean refuses to come back into the jac 
Polly can't make her. Therapist 1 follows the family system and prescr! 


SES „s tO 
letting Jean stay out of the room. Brother gets up in disgust and goes 
fetch her. 


Jean (Whining.) She said I could stay out. 
Jim Well J say you can’t. 


» 
Now the therapists try to resume a discussion about building on Polly $ 
obvious competence which family resist. The father gets anxious € 
parking meter and tries to leave. ‘The therapists make a joint comme 
about how difficult it is for the family to st 
pist 2 adds firmly: 
and find out wh 
in the family al 
down together 
by re 


ay in the room together. pe 
‘I think we should go round each member of the pet 
at could make it nicer for you to be at home’. ‘The won ei 
l want dad to be at home more, ‘mum and dad wang 
’ but, as the spotlight focuses on father, brother rescues 
-pinning the blame on Jean, ‘we should get rid of her’. The a 
points out, that when she was out, it was Jim who fetched her back i 
this is not discussed further. or 
though everyone wants dad in more’ and once more Jim moves to ET 
him in a different way, "we've got better things to do in the even”? 
haven't we dad." 


zm seems 
l'hey attempt to refocus on dad ‘It seen 


In this extract w 
strictly centred on i 
and communic 


P € main 
€ can see the therapists finding it difficult to is oritY 
ssues of family structure and handling lines of aut ats 
ation in the room, and resorti pu 


'semi-interpretative remarks. None the less they keep the focus firmly 
interactions between members of 

towards helping the family define goals that will change the way the) z 
together at home. They work with the behaviour as it presents © 


s * E : i one 
rather than seeing it as having an underlying meaning (apart from 
two ‘lapses’). 


es Las 
ng frequently to explan?7 co 


n PR ovm 
the family and are clearly m9". e 
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In the second role play, the therapists defined a different parameter for 
themselves, one that included the perception of behaviour between mem- 
bers of the family and themselves as having an underlying meaning, and 
in which apparently irrational actions were attended to as a communication; 
functional as an expression of some of the concealed anxieties of the 
family rather than as behaviour to be put in order. The therapist working 
to take an account of these areas of family self-disclosure is likely to be 
Picking up and choosing to comment on different sets of cucs that lead 
both him and the family into areas of exploration that are less well defined. 
Indeed the journey itself, rather than the arrival at a goal, may be seen as 
of primary importance. However, the family may become frustrated on 
the way and attempt to get some of their overt goals recognized. We can 
see this happening in the following extract as the therapists refuse to focus 
on the issue of the control of Jean that the first pair took as central. 


Family 2. The psychodynamic couple 


Th. T I was asking you, Jack, what it was you saw as a problem. 

Father I was just saying—my wife and Eileen don't seem to be able to 
cope, the two of them with that. (Pointing to Jean.) She keeps 
getting into these accidents—all the time... 

Th. 2 ‘There’s something I've noticed since we've been together and 
that is that my partner and I seem to be very separate, and as we 
all sat down it somehow seems that I've been separated from 
him, and that seems to be something about the pair of you not 
being a pair either. In fact father seems to be making mother and 
Eileen into the couple in this family. 

Mother (Leaps to defence.) Well it’s very difficult for Jack—his job takes 
him away such a lot—he can't really look after her a lot. He can't 
really help very much. 

Father It’s funny you should say that actually. Maybe we should be 
honest here. (Three-year-old tries to crawl over his lap. Loses 
temper.) Can't you look after her—can't you look after her for a 
minute, pleasc Eileen, can't you look after her? 

Eileen — You do it dad. 

(Jean scribbles on board.) 


Fh. 1 ‘This how Jean behaves at home? 

Father Yes, you can’t talk for a minute. Of course we have our rows a 
lot. Isn't it fair to say you nag me a lot? 

Mother 


Eileen is good, she’s very good but she should be leading more of 
a life of her own. 
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Mother 


Th. 1 
Th 
Father 
Brother 
Mother 


Father 
Th. 


Brother 


Fathe r 


'Th. 1 


Th 2 


Mother 


Th. 2 


Mother 


Gorell Barnes 


It seems to me that Jean is performing a very useful function - 
that she's very good at distracting the family from other im 
portant things they might want to talk about. 

(Jean behaves like racing car with loud noises.) kaving 
It’s very hard to talk when she’s around and she keeps he 
these terrible accidents. . R ifcult. 
Yes, when you were trying to talk about things being di S 
When you were talking about your marital relationship. 
(Irritably.) She's completely uncontrollable. 

Kids are like that aren't they? "m 
Well you know Jim, you were a very naughty boy but you ne 
had accidents. . with 
(Long talk about Dad and Jims expectations of each other Jaces 
mutual accusations and blame. Jean starts tying everyone's shoe 
together.) nes got 
I think there’s something wrong with her, really I do. She's £ 
a thing about shoelaces. , and 
She's certainly giving us a taste of what it's like at home ? 
perhaps it's important that we should experience that here. T 
(Restarts attack on father.) It’s not fair that you attack me, m 
you say I'm out, that I don't do my homework, but when do U^ h 
control her, when do you make her sit down and get joie 
something, why don't you do the sort of thing with her J 
make me do? 

(To Th. 2.) Well Mrs Barnes (i.e. Th. 2 ‘on t 
Crickmay—interesting slip here!) isn’t even paying attenti 
me now but maybe I can tell you. « « 2 fore 
(Interrupts.) Well Jean has distracted just as she did De ei 
She’s included my colleague in this now by tying my shpe“ 
together. 

She’s really done some 
instructive, 2 nost 
I really can’t see how this is going to help us. She has ae y à 
awful accidents. She had a black eye last week. She PU y 
whole pile of tins of beans down on top of her. I wish 3 
would tell us how to help. ;Q thi? 
I would like to listen to that Worry but it's very difficult mi E 
family—other things happen that distract you from holding 
other people drift o and don't listen. e 
I didn't think You were really listening to me. We've com 
because we're really worried about Jean. 


P EL {rs 
, who is in fact N 


i > es ver 
tying together hasn’t she? g 


het? 
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hk 


Jean is really quite useful in a way. Because you're too occupied 
with her you don't have to worry about other things that might 
be worrying you. 


At this point, father determines to focus on the marital relationship and 
mother still tries to gain attention for her problems with the children. 
Father blames everyone for failing to control Jean and threatens to smack 
her. Invited to do so by mother he withdraws saying he fears he will do it 
too hard. His eldest daughter challenges his ineffectiveness. He gets angry 
With the male therapist (Th. 1) for his permissive attitude to Jean's 
behaviour. (She is now taking therapist’s socks off.) Therapist again 
interprets focus on Jean as avoidance of other problems. Father suggests 
à marital interview. 


Discussion 


Neither set of therapists, felt they had been ‘pure’ in style but none the 
less some interesting differences emerged from the two sessions which help 
to remind us that the manner in which we direct our attention does 
actually change the focus and process of the interview. In the first session, 
all the children felt they had or would have a chance to speak and say 
something of their point of view, and remained more or less attentive. 
The issue of control of Jean however pre-empted both the discussion of 
the marital relationship, mother’s depression and everyone’s avoided 
concern for Polly. It was also surprising to everyone, that the unexplained 
injuries had somehow not had time to present themselves. 

In the second session the first interpretative comment by Therapist 2 
about seating positions directed the focus of attention to the marriage. 
The children reported feeling left out from therapist attention and 
extremely angry about this and the failure to control Jean. None the Icss, 
the tension this provoked meant that the issue of loss of control by father, 
and unexplained injury, was well to the fore. Father in particular felt he 
had got jis needs and fears attended to in the session. It was felt probable 
that without the therapists giving greater attention to the structure of the 
interview and creating more personal space for the individual members 
Within it, the adolescent children would not have come back. 

In this workshop, on a modest scale, we looked at gains and losses 
different therapeutic styles. If the therapist tak central premise, the 
right not just to observe and report on interactions as he expericnees 

‘€m but to work at them and change them in the s ion; his necessary 
Simplification of issues in order for something to be swiftly achieved, w ill 


in 
as his 
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inevitably entail loss of a different and fuller exploration of memng = 
on the other hand, he makes the exploration of underlying meaning 2s 
central focus of the work without sufficient. structural attention he 
different instinctual and developmental needs of the various far wd 
members in the room with him, he may well lose some of them. aon 
process. Paradoxically cach method, the structural and the yas w^ 
contains the necessary conditions for the survival of the other. au A 
portant however, that we forget this; in order for Family Therap) 
Britain to continue to develop and flourish. 
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Working with families: a psychoanalytic 
approach. Thoughts on the Conference Workshop 


Sally Box and Jorge Thomas* 


An account of the work done before, during and after the Workshop 
meetings is given, with emphasis on the method of working with 
clinical material through a psychoanalytical framework. Some of the 
leaders’ concerns about using an experiential approach in teaching/ 
learning groups are discussed. 


It is possible to think of the session as a kind of microcosm of one patient 
family's world where they can experience, in relation to cach other and to 
us, some of the crucial conflicts that concern them. In this view, the 
family can use the setting and boundaries that we provide for them to 
demonstrate their particular patterns and preoccupations through the 
way they are with us; and we, as therapists may draw upon our experience 
with them in the sessions to help us understand their patterns and interpret 
the underlying conflicts to which they relate. In this sense, the session is 
a setting which provides for significant internal dramas to be re-enacted 
there and the therapists are not so much taking a chronological history or 
reconstructing a picture of the early lives of the patient, as creating a 
Situation in which the history can emerge spontancously when the living 
internal objects that relate to it are re-experienced in the present. 

This statement gives an idea of some of the principles, and the clinical 
material related to them which the two leaders were interested in sharing 
and discussing with their Workshop group. 

__As part of our work in the Adolescent Department and its Family 
Uherapy Workshop, we had been engaged in attempting to develop an 
"pproach to the work with families based upon our analytic thinking and 
Xperience; and after some years of struggle were beginning to feel more 
Clear about the principles, skills and setting that this implies. But we were 
also interested in the issues arising from an attempt to convey and teach 
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; "urate appreciation afd 
an approach such as this, where the core Pipe SE mi happen 
interpretation of feelings and behaviour as they sj f ilice of this one 
As with many other treatment approaches, the implications ns of the 
T = mined ; das ‘ans alone. Also, in teri " 
cannot be truly conveyed by didactic me 5 »rinciples nce 
Conference, the idea of a workshop implies that esto P ah this view 
to be demonstrated and actively worked E "m "ipm bcd other ap” 
jut the problem for us was how? For, as is not the Case V ann ms the 

in which experiential techniques are used for learn slated: 
proaches in which experientia l s Gal ereatedloreünulate 
experience necessary for this one cannot be artificially er n S "pte present 
It has, almost by definition, to be the actual exports eph examina 
which is drawn upon, both to throw light on and to ease’ sec both 
tion of the subject matter in hand. For, if treatment can be sc istances— 
consist of and depend upon the experience and analys d ai the 
in onesclf and in the patients—so, in working together in a 8! nanife? 
understanding of the processes that seem to run counter to the ! jemon 
task of the situation can serve both to get back to this task and yim 
strate the meaning of the processes involved. The crucial ge “a ; 
between the therapy situation and the learning one may be less - 
approach than in the task, i.c. in therapy, to experience and help rient? 
split-off feelings; in teaching-learning situations to tap one’s pao 
and study how to use it fruitfully in the work. For instance, in a € EP to 9a) 
of clinical material, we are interested both in what the worker x A 
about his experience with the family at the time of secing pci int 
What he and others indicate about their experience when he per 
description of his interaction with them. T'he optimal conditions ' in in! 
(in terms of time and setting) obviously cannot be expected to ae ch we 
conference organized With other Prevailing interests in mind. In cours 
have put considerable thought and work into developing oan i self 
Which can demonstrate the relevant principles in the way the et e 
is run, but we have not yet discovered a satisfactory way of get of th? 
grips with these Principles in a time span and context such as d in 
conference. The problem will hopefully become clearer as we elabo zð to 
the rest of the Paper the approach itself and describe how we attemp con” 
resolve the issues posed by the chance to share it in this way at Re 
ference, 


rate 


he 
his 


Our thinking about the task 


etin 

g ; E ja mee. 

Our plan for the W orkshop (which was supposed to consist of tw ^ mate n 
of two hours cach) was to work initially with our own clinica jpenec i 

attempting to show the thinking behind what we did as it hapt 
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sessions with a family (or two) each step of the way. For the second two 
hours we had hoped to divide the large group into two small groups where 
members could examine their own cases with particular reference to the 
issues discussed in the first half. These would be application groups 
really, which could meet again as a large group at the end in order to try 
and pull together some of the experiences of the event. To this end, we 
had written to each of the prospective members of the group, describing 
our idea of the task and inviting them to be prepared to contribute material. 
We also hoped, by this, to create the beginning of a space for members to 
think about this task. In practise, the Workshop was not able to start on 
time because only two or three members out of twenty-eight had arrived! 
The second half of the meeting was unexpectedly shortened from two 
hours to one and a half, so the aspect of the setting that depends upon a 
clear time boundary was already at issue. Also the plan to divide into 
small groups for the second half seemed less viable. We decided to discuss 
this with the group itself along with their hopes and expectations of the 
Workshop and reasons for joining it. This is much as one would try to 
gather together in a first mecting with a family some of their own hopes 
and expectations of the experience and share some understanding of 
where we are in relation to each other at that point. This analogy, of 
course, does not and should not obtain throughout and one of the issues 
of interest is how and when the same principles that we draw upon in 
dircct work with families are appropriately applied in this other situation. 
For instance, in both situations, thc aim is to provide an optimum atmo- 
sphere for work to go on, that is, for people to engage in a task, open 
themselves to experience, question and tease out the implications of this 
in terms of their own behaviour (with family group or colleague group). 

But, whereas in one, the emphasis is more on personal growth and 
change, in the other, the emphasis is more on professional growth and 
change. There is an obvious shift of role between therapist on the one 
hand and group leader or supervisor on the other. But the capacity to 
register and draw upon the impact of the interaction inside one’s self is of 
Crucial value in each of them; and the work on exactly this boundary 
between one's personal and professional responses seems to us an exacting, 
Continuous and crucial discipline. 

What in our responses comes from our own internal world and what 
Tom that of our client family? Which of our reactions belong only to us 
and which are supercharged with additional weight by the powerful 
Projection of the family members? It was with these sorts of concerns that 
We, and indeed it seemed many of the Workshop members themsely es, 
“me to the Conference. 
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The Workshop meetings 


Ex og ly 
The interactions we presented first for discussion were s iar i 
sessions with a recently widowed mother and her two ie crt soit of 
very close in age to each other and, since the slow and painfu oneal 
their father two years previously, had become increasingly pe ) "They 
particularly in terms of success and failure (social and academe ontis 
had been referred for help as a family following a month d » 
attempts to engage Nerissa (the vounger and more depressed. sts 
individual therapy. + Ling if 
cres MN as much of our own reactions and dn P 
response to what the family brought us as possible. We attemptec bro 
how we had sought to understand the family's behaviour and anxic 
the session with us and how this underst elevant 
them spontaneously to recall aspects of their history which were pe links 
to it, ie. apparently enabling the family members to make their own ren 
with the feelings that we were observing and identifying in the cu 
interaction with us. 

An example given of this was the way 
difficulties and frustrations for the f. 
food as it Were—seemed very 
truly dreadful time she had h 
this had affected her attitude 


se [€ 
, ave | 
anding could be scen to ha 


t the 


ur 
amily of taking in our worc he 


vividly to evoke Mrs A.’s memories a 
ad, feeding both her two babies, we 
to them. Similarly, we spoke in the me dual’ 
of the way that the family’s fear of their own destructiven as pen " 
and as a group, had been taken up in terms ^" 
and the treatment 
beyond repair). 
The Workshop’s response to this m 
ments and questions about 
impression was that many 
engaged in Working on thes 
problem of handling absent 


that interpretations abou 
iye 


, 
of its relevance to the ni 
(that, for example, they would abort or mess 


«or^ 
aterial included. interesting y* 
a number of important issues, anc lly 
members of the group were thoug á 
€. For instance, they discussed with of 
members in a session; how the pro tari 
learning takes place in this Situation; and how to identify boun i ie 
between a systems and à psychoanalytic approach to working with > and 
For example, does the use of the transference interfere with seeing and 
relating to the family as a System? Such questions enabled us to d the 
clarify the terms: ‘systems’ and ‘psychoanalytic’, as well as to discus? sof 
technical issues, for example, about interpreting the transference — 4n 
instance, ‘psychoanalytic? docs not necessarily or usually au tio” 
historical approach (which scems to be a very common miscon 
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about it), nor does it preclude the idea of the family as a system. A trans- 
ference interpretation of the way a particular dynamic is occurring in 
relation to the therapist(s) may also speak to the way it occurs within the 
family, because it is the internal objects one is experiencing and inter- 
preting (such as an impermeable parent or an apathetic, non-feeding or 
Screaming child), whether these are projected onto therapists or other 
family members. 

From this the discussion moved to consider aspects of the interaction 
between the co-therapists and the family as these seemed to be reflected 
in the meeting. The group members wondered, for example, why the male 
leader was more silent than the female leader and they related this to the 
Case material presented, so that it made very vivid and present the family's 
fantasy of a ‘killed off? father. We were aware by the end of the first half 
and at the beginning of the second half of the mecting of a strong pressure 
to keep the group together and to preserve the unit that both co-leaders 
represented, rather than divide into separate groups as we had planned. 

During the interval the two co-leaders met to assess the way the task 
was developing. It seemed to us that this first meeting with the group had 
moved from a fairly exclusive focus on the leaders and their material to 
onein which many of the members engaged with each other as well as with us 
in the task of the Workshop. By the end of the first meeting we were again 
getting back into much more of a question and answer mode with the 
focus on the leaders; and we thought that probably it was one way that we 
had adopted as a group to handle the anxiety about finishing and possibly 
breaking into separate groups, ctc. 

In fact to divide in this way for the second half of the meeting seemed 
very difficult in view of the strong pull from the group to stay together. 
The announcement of the shortening of the time available for this meeting 
made the idea of separating even more remote as a possibility. 

We were also anxious about whether it could be helpful for us to con- 
tinue focusing as we had been on our own material, even though the 
majority of the group seemed to be wanting that. We decided to try and be 
as flexible as we could about the second meeting in relation to dividing the 
&roup but to stick to the idea of working with their clinical material. 

At the beginning, the group made it clear that it did not want any 
division and some of the members commented again on the need to 
Maintain the co-leader pair intact; it seemed to represent a strong wish 
Not to affect the setting or make an innovation in the type of structure the 
Broup had established for itself. 

As intended, this second meeting allowed more space for the members 
‘o produce their own clinical material and by the middle of it the group 
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could question or challenge the leaders, in a way that we felt was very 
useful. Some of the themes emerging were: if, and how, to work with h 
marriage within a family setting; the implications of beginnings an 

endings in family therapy; some further attempts to approach the concept 
of transference in a family setting; and the particular implications of the 
communication between the co-therapists and the family members when 
it is seen as a process involving sexual identity, for example, the silence of 
an adult male family member with a male therapist and the silence ? 
daughters in a family session with a male therapist. i 

The last third of this meeting was, again, more painful and slow, bu 

this time a number of questions and answers were produced as if the group 
was trying to work through its ending. We tried to comment on this, 


i B i 2 : he 
tentatively, between other interactions with the membership about t 
clinical material discussed. 


At the new time for stopping we ended the meeting. This left a number 
of issues opened, and a feeling of frustration in most of us about not having 
been able to tackle or resolve some of them. There was, we believes ? 
painful recognition for us and for the group of the difficulties involved ?! 
working with this approach. is 

By the end of the Workshop we were aware of various dilemmas in thi 
type of presentation: for example, whether to explore one or an 
cases and themes; and whether to stay with our own material 25 the. 


nile ak CE 
majority of the group had asked us to, or encourage the application 


a (ce 1 ae * iff i 
some of these ideas to members own cases, a more difficult and d 
comfortable task in a w 


y, but possibly more real and useful in the, Dd 
run. At the same time it was clearly a much more fragmentary experien”, 
and we may have been over ambitious to try it in the context of the 12/8 
group with so little available time. i to 
The co-leaders finally spent most of half the following day in trying 


F 4 " ilia 
articulate and discuss the thoughts and anxicties that the group mobil 
about the themes discussed. 
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Family therapy as a setting for other treatment 
modalities 


Dora Black* 


After many years of experiencing the confusion a chameleon must feel on 
landing on a patchwork quilt, as I attempted to integrate the various 
current theories about the aetiology of childhood psychiatric disorders, 
I found myself working empirically, as a family therapist, using all the 
patterns of the quilt in what I hope is an integrated way rather than being 
confused by them. 

My style of family therapy derived from the attempt to integrate a 
biological approach derived from medical training; a psychoanalytic 
approach derived from my analysis and the theories and therapies used in 
my early child guidance days. Added to these were the theories of Bowlby 
(1969, 1972) on attachment and loss, Caplan (1961) on crisis and Winnicott 
(1971) on minimal intervention as well as learning theory and behaviour 
therapy, and the theories of the group analysts and family therapists 
especially Skynner (1976), Minuchin (197+) and Haley (1976). 

Within the preferred mode of conjoint family mectings I have found 
myself using one or more therapies normally thought of as alternatives to 
family therapy; especially behaviour therapy, individual therapy and 
drug therapy, whilst maintaining a family-centred approach and working 
within a theoretical framework which views a symptomatic child as the 
Presenting symptom of family disturbance. A family will be offered a 
contract of six to ten family mectings at about two to four weekly intervals 
Which will focus in the usual way on patterns of communication, sub- 
Systems, coalitions, attitudes brought from the parents! own families of 
inet etc. The emphasis is on change and any technique which will 
facilitate change is used, but used in the family context. For example, if 
everyone in a family agrees that Johnny’s temper tantrums result from 
frustration; that mother is unreasonably frustrating him because her 


ee, 


" * Edgware General Hospital and Child Guidance Centre, Edgware, Middx. and 
lospital for Sick Children, Great Ormond Street, London WC1. 


183 


9 Sa A P 
163-4445179 020183410 $02.00 0 © 1979 The Association for Family Therapy 


184 D. Black 


child-rearing theories are based on an upbringing more appropriate to = 
earlier era, and that Johnny is specially vulnerable because of his irritable 
temperament, then a behavioural programme may reward mother for. h 
nagging as well as Johnny for not having a temper when she does nag. » 
reward for mother might come from father, or from a less ANE 
sibling, thus ensuring that all the family see it as their problem, anc 
participate in the treatment. e 

This approach is different from using family therapy plus one of m 
other therapies side by side for it involves the adaptation of the other 
therapies to take place in a family context. Everyone in the family will have 
a task—a sibling's task may be to remind mother to administer a drug 
which will help Jane to concentrate for longer; and he may himself have 2 
behavioural programme to help him to keep his room tidy. It allows the 
use of family therapy techniques such as sculpting, gencograms, par? 
doxical injunctions, task setting. Perhaps the most difficult technique i 
adapt is individual therapy. 


Case no. 1 


Brenda 11 years. Referred by parents for advice about schooling. 
Family 

" : : “tive 
Father 54 About to retire from Army. A placid, quiet, support 
man. t 
Mother 41 Works part-time, devoted to helping lame ducks. A anne 
somewhat mystical person, sensitive, caring and very me le. 
À gentle, unassertive boy, like his father. Academically ont 
He had an unsuccessful boarding school placement ag 
Brenda was at her worst at home. 


Kevin 131 


History 


l hs: 
Brenda came into the family as a foster child at five mm 
Her biological mother had seven other children and aS 


clearly maltreated her. She w: Bst, 


| as covered with bruises, °? 4. 
and infections, was severely retarded and very distu” f a 
She was eventually adopted and came under the cate ° e 
child psychiatrist at two and a half years because of Se ing 
behaviour Problems—temper tantrums, disobedience, $° adc 
and smearing and retardation. N 5 d and 
but it was thou 
possibly 


o clear diagnosis wa d a? 
hought Brenda was probably brain=damag „hef 
autistic. Her adoptive mother was exhausted DY 
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but responded. well to social work support and counselling. 
Brenda began to talk at four years. She had many rituals and 
obsessions but was accepted for normal schooling where it 
was noted that she had poor social skills and was shunned by 
other children. Because of educational retardation and these 
severe social difficulties, as well as continuing temper 
tantrums, Brenda was placed by the Army psychiatrist in a 
special boarding school for maladjusted girls. Every week, 
after her weekend at home, she became hysterical at the 
and the parents were distressed at 


thought of returning 
having to compel her. The G.P. had been called on these 
occasions, and described poignantly Brenda’s seeming agony 
and intense anger. No drugs seemed to touch her. 

‘The parents came to see me alone, I thought probably to 
vet me. I arranged for psychological assessment to help with 
the schooling decision. Brenda was of dull average intelligence 
and adequate attainment ; the psychologist and I felt that the 
boarding school decision, taken when the family were 
abroad and not able to avail themselves of special day 
schooling, was no longer appropriate and she returned home 
to a small day E.S.N. school where she is doing well and 
where individual attention can be given. Brenda was much 
happier and the parents then asked for help with her temper 
tantrums and the tormenting behaviour she showed to her 
brother, as well as her social difficulties. A contract for 


family therapy was offered and accepted. 


Tirst Jamily meeting May 1978 
l'his was the first time I had met Kevin who looked strikingly like Brenda. 
ney were both fair haired and could be taken for twins in size and facial 
Miedo even though unrelated genetically. He was scen as a gentle, 
im s boy, who was a great help in the family interview. They had 
not s Mt their star charts. Kevin was on onc too, getting a reward if he did 
etaliate when Brenda tormented him. Brenda had done very well, and 
ae had only been two torments in the last two months since it had 
on There had also only been two temper tantrums, and she had 
b $ aged to control these. Phe parents had rcally got the hang of the star 
k art method, and were using It very cffe tively, and we went on to talk 
"er the need to increase Brenda's social skills, because Kevin had been 
Mbarrassed at Brenda’s outspoken questioning me of my private life. 
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s av, she 
Although Brenda started out in a quite cheerful, spen esp EE 
gradually relapsed into a thumb sucking, face hiding wem fact that ie 
and I questioned this. Mother felt that it was to do with * oret 
were talking about her, but that did not seem a good enough i cni was 
and after a bit of guessing I got at the cause of it. In fact my guess Fatt 
so accurate that Brenda was amazed, and said I was very c vivet 
something about not being very clever because lots of people b "The 
feelings. Brenda immediately contradicted me and said ‘you x ae à 
problem that we had been discussing was the fact that Brenda ian "s 
difficult to let mother out of her sight, even for mother to go to — e 
to go out in the evening, and that for the parents to go out toget e gld 
almost impossible, because of the difficulty of finding a sitter icm did 
cope with Brenda’s misery when the parents were not there. She a vi "i 
not scem very comfortable when she was alone with Dad, and at firs : 
family seemed to think that this was because Dad was better at cutting en 
and watching television, and did not give her his full attention like v w 
did. But as we went on, it seemed to me to be npn 
that Dad would not be able to look after her monster-like fantasies. | Pag 
this into words, and Brenda nodded dumbly. I said I thought somet®! 


. fee 
must have happened to her perhaps a long time 2 
frightened that these monster feel nts 
somebody she loved, and she 
then told me about how she 
on her neck, when she w 
to visit or st 


more to do with some 


ago, which made he p 
ings might get out of control, and dum 
said ‘maybe it was my burn’, ‘Ihe pn " 
had been in hospital for a week with a | 
as eighteen months, and they had not been allo she 
ay with her—it had been an army hospital. Then when s 
came home, father had been looking after her, and she had pulled a 


cup of tea all over her and had a burn. I invited the 


ar yy t0 
whole family to €? 
get inside the skin of the 


ac o, 


baby Brenda and imagine the feelings she h ad 


abandonment, and the rage she must have felt towards those who cone 
abandoned her, Particularly as this had been not her first, but her ser age 
experience of what must have seemed like abandonment to her. ‘Phe rhen 
was directed towards mother as the person who nurtured one host 
abandoned her, but the fecling was that Dad could not look after t she 
bad feclings because somehow he had let them hurt Brenda too when hef 
was burned. I said to Brenda that there was that little baby bit inside urt 
that was still frightened that those rage-like monster feelings wou e yer 
her mother, if she was not around to look after her mother and proce’ aat 
I said I thought that perhaps Mum sometimes found the rage rom 
Brenda had had more than she could bear, and wanted to be ANE 
them for a time, and that had only confirmed the feelings Brenda i E 
Mum was harmed by them, and 1 asked if mother ever did anyth! 
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that. Mother denied it, but then Kevin reminded her that she had, and I 
said that of course it was inevitable because she was only human. 


Second family meeting July 1978 


The family were very happy—Brenda had let her parents go out for the 
first time ever without feeling miserable. They had abandoned the star 
charts because Brenda had got cross about them, but she had really man- 
aged to continue to keep her temper under control, and on the whole the 
tormenting. She had made great gains in her swimming, and in fact had 
the makings of a very good swimmer. 

Mother raised the problem that Brenda has very persecutory feelings. 
It is almost as if she feels that her mother is wishing actively to harm her, 
so that it is difficult for her mother to set limits or deny her things, although 
She is really quite good at doing it. Father has been coming in more, 
Particularly since he left the Army, to take her swimming every Sunday 
morning etc. 

I explained that her two mothers were confused in Brenda's mind, so 
that sometimes she felt her to be a mother who really was persecuting 
her, Mother said she had never really talked about Brenda's early days, 
but perhaps that this was the time that we should do it. Brenda knew that 
She was once called May and that her mother had many other children, 
and she knew that her mother could not look after her, but she did not 
know any more than this. I said that Brenda’s mum, when she was born, 
had not been able to look after her as a baby at all, and for the first few 
Months of her life Brenda had really been very very unhappy. When she 
Cried her mum had not been able to come to look after her, and when her 
mum did come Brenda had been crying so much that she could not stop 
and then her mum had hit her to try and make her stop. This was not 
because her mum had been cruel, but because she had been busy because 
of all the children she had, and because some mums are better than 
others at being able to cope. Brenda hid her face when I was talking about 
this, but Kevin was listening very hard. 

Non this meeting Brenda was quite withdrawn 

ing for clarification—asking her mother questions à rabyho« 
that she had avoided before. She said she wanted to work on her difficulties 
and we arranged some sessions 


and sad but also 
bout her babyhood 


at se A s j è 
at school In getting on with other children ) 
With a clinical psychologist who used video play-back and role play with 
" to improve her social skills. The family therapy 


renda a es 
à and her mother 
Brenda get on better now because 


*Ssions continue. Kevin feels that he and : 
N€ understands what she has experienced and he is more tolerant. Brenda 
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: : ‘r behaviour 
is almost ready to transfer to a comprehensive school and her beh 
is within normal limits, 


Comment 


There is no doubt that Brenda's 


: te Hittin suse Ane 
own intrapsychic difficulties were 
major problem here but it w 


as their effect on the family and the effect € 
family participation in treatment could have which made me eet 
family therapy rather than individual therapy. In session one I used mi 

techniques belonging to individual therapy r - catio 
imaginative reconstruction of the Past, but also behaviour cr ln 
techniques for working on the tormenting and tempers with both chi $ añt 
getting rewards and eventually social skills training. Kevin’s excitem 


: Tied er O 
When he could make sense of Brenda's behaviour by reminding moth 
her own rejecting behavio 


ur was palpable, The advantage of having i 
whole family together is that they can all begin to understand that - 
interact. The effect on this family has been to improve communications 
mother has no longer felt the need to protect Brenda from the knowledge 5, 
the failed first mothering experience and this enabled Brenda to sort nc- 
Which feelings belong to which mother. The improvement in her fu 
tioning is striking as is her wish to work on her 


i 1 : tati an 
including interpretation 


social problems. 
Case No, 2 l 
William 6} years was referred by the school because of learning diff 
tles, aggressiveness and soiling (which occurred chiefly at home). 
Family o! 
i . cause 
Father 39 Labourer on sick leave for eighteen. months pir by 
hospitalization and multiple operations. IJe was sta culate 
his brother following a fight over mother. Obese, inart 
from a violent, chaotic background. : 
Mother 37 A housewife. An attractive, young-looking woman eas 
second Marriage. Her dominant feelings were of piu bee 
mother (her two children by a previous marriage con A 
‘ nning away and persistent de a 09 
activity) and antagonism to authority. Her buck she 
Was disturbed and previous agencies have intimated t 
had been a Prostitute. 


in 
Darren 12 Placed 


: “dren bY 9. 
at boarding school for maladjusted ae ae 
other Psychiatrist’ because of delinquency, aggre 

and running away. 


Tilly 18 
Peter 17 
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Children of mother’s previous marriage, in care in children’s 
homes for many years, and having had no contact with the 
family for some time. Both very disturbed. 

My heart had sunk at this referral. I had been consulted 
five years previously by social services about Peter, whose 
moodiness and disruptive behaviour in the children’s home 
had been unmanageable. I had never succeeded in meeting 
the parents, in spite of offering home visits, and the treatment 
I arranged (intensive psychotherapy from a child analyst 
plus counselling the children’s home staff by psychiatric 
social workers) had been unsuccessful. When Darren had 
been referred I arranged for him to be seen by a colleague, 
who had since left the clinic. 

‘The family of three came together. William was a timid, 
fearful boy, whose soiling seemed to be duc to diarrhoea 
out of fear, rather than aggressive, deliberate voiding of 
formed motions. He had a history of birth difficulties, and 
discrepancies on I.Q. testing suggestive of possible brain 
dysfunction. He was hyperactive, distractable and lacked 
concentration, and his attainments were nil. The parents 
talked about the fight in which father got injured. His 
brother and mother were having an affair and she left her 
husband. Father got mother back and his brother stabbed 
him in the chest. He nearly died, and was still convalescing 
eighteen months later. 'l'he brother was due out of prison 
in a few months time and the family were planning to 
‘disappear’. = 

William had witnessed the fight and had been soiling 
since then. He shrank at the retelling of the story. Mother 
was hostile, and said: ‘I only come once to these places’, 
challenging me to find a solution acceptable to her. 


What I had to do here was to find a way of giving these parents some 
Success with the last child at home in view of their feelings of failure. The 
ain Violence and hostility in this family made me feel the need to 
Cture and order the situation so I set up a behaviour modification 
Programme for the soiling, using rewards rather than punishments and at 
© Same time got the parents to clarify to William what their plans were 
Vhen the brother left prison—up till now they had kept it secret from 


Car 


: 9f someone telling the brother their pl ) 
Stractability and learning problems I prescribed methylphenidate 


For his hyperactivity, 
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medication. Í emphasized that they were all to participate in the behav p? 
modification programme and that they would be doing the inca sdhi- 
my surprise and pleasure they kept the next appointment, to report en 
William was completely clean and had begun to read, to thank me, "i al 
goodbye because they were moving, and to request transfer to the loca 
child psychiatrist, 


Comment 


; 
The combination of behaviour therapy, drug therapy and family nite 
Produced a marked shift in this disturbed family in only two sessi 
Which one hopes will lead to this boy being 
than the other children. It should also m 
help than they have been in the past. 


3 » parents 
more rewarding to the par vek 
Sai s 
ake them more willing to 


Case No. 3 
y : " " um cause 
Jane 12 years, Referred while an mpatient of the paediatric ward bec 
of severe Weight loss, not due to any organic cause. 
Family ith 
H - " H p wI 
Father 45 Dustman, clderly-looking Plump, quiet spoken, poor 


[ass 
words. Came froma close knit, East End, working-«l# 
family and still Spends a lot of time with them. 

Plump, cheerful Woman, worked part time in schot (he 
Convinced that Jane had some Wasting disease. Had a . 
off school with minor illnesses all the year (sore throats © m 
Plump, shy, inarticulate miserable girl. ‘There had Gc OE 
Several recent deaths in the family and a family pw 
Violence (Father's brother-in-law had beaten up Fat, 


vals 
Mother 42 j| mea" 


Ellen 7 


xd 
TNAM " s d ; r Anore* 
Sister— Father much involved). A diagnosis of An 
Nervosa was established and family therapy offered. 

rear 
VAR "K store 
Jane stayed on the paediatric Ward until her Weight had been re? nd 
using a behaviour modific ! 


. (t " 1 s B 
us i so cation programme adapted from poan he 
Thompson (1974). Family therapy sessions began with a meal p ^ 
ETT IM T "(e H N i 2 3 

paediatric registrar, medical social worker and I ate with the Poning 
Mother coaxed Jane who ate cach morsel at a snail's pace, coĖmP* ppe 
how full she felt, We gave father, who h 


$ ill now 
i ad been passive up till 2% on 
task of getting Jane to e 


-oke © 
: zt 9 eat [see Rosman et al. (1975)] and he je we a g 
in tears confessing his fear that he would lose his temper with hae 
do her damage, His brother-i 


-ther 
"aiit . athe 
n-law had hurt his sister and ! 
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had to restrain him. We defined the difference between assertion and 
aggression, firmness and violence and left him to get Jane to finish the meal 
Which she did. In further sessions we encouraged father to set limits for 
Jane and she began to eat well, losing her anorexia and her fear of gaining 
Weight. On one year follow-up she remains healthy and well-nourished. 
Mother took a back seat and stopped fussing about Jane’s minor illnesses. 


Comment 


Jane could not negotiate a developmental stage into adolescence unless 
nelped to free herself from mother's overprotection by father. He had 
Until then abdicated this role through fear of the consequences of his 
anger; Consequences which had become a reality in his close extended 
family, We used successful strategies to change the family structure and 
Enable growth to occur. 


Discussion 


There is little written about the use of other treatments in family therapy 
Settings, Alexander and Parsons (1973) did a controlled, comparative 
Study of short term behaviour therapy in family meetings. The probands 
Were families containing a delinquent adolescent and they used three 
Matched control groups which included psychodynamic family therapy 
alone, and a ‘no treatment’ group. They found that family therapy alone 
did Not reduce recidivism but the combined treatment did, the recidivism 
Mates in the probands being 26% compared with 73°, in the psycho- 
“Ynamic family therapy. The authors emphasize that their goals of 
Mereasing family reciprocity and clarifying communication utilizing 
contingency contracting are more effective in delinquent families than 
“Sight-promoting family therapy without clearly defined goals. Using 
‘rents as change agents for their children [see Johnson and Katz (1973) 
ra review] and siblings as therapists (Miller and Cantwell, 1976) have 
cen reported. Psychoanalytic writers, Shapiro et al. (1977) and Bruch 
indi have recognized the value of family therapy as an adjunot s 
Vidua] therapy but I can find no accounts dealing with intrapsy chic 
"oblems in family therapy. Several authors have used combinations of 
‘ily and behaviour therapy but the latter was done with the individual 
NU alone and not in the family group (Rosenberg and Lindblad, 1978; 
ties 1973) My own experience has led me to be flexible and not to 
pg, ard lightly the knowledge and skills acquired during my professional 
believe that the three families I have described (and others) have 
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benefited from this eclectic approach of combining therapies in a famiy 
setting. The approach is an economical one—only one therapist 15 E 
who can be expert in many forms of treatment and use them flexibly F zt 
in combination. The family sees the treatment as their responsibility $0 tns 
co-operation and involvement are maximized. 
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Indications for selecting family or individual 
therapy 


Anne Elton* 


Indications for either individual therapy or family therapy as treat- 
ments of first choice are identified at the initial family assessment. 

A family approach is suggested in (1) scapegoating systems where 
amily homeosta: (2) enmeshed 


the symptom is essential to the f 
families where communications are confused and diffuse; (3) paranoid- 
schizoid families where the family denies the symptoms and (4) 
families in a current acute shared crisis. 

Individual treatment is indicated when (1) the patient has suffered 
traumatic separations; (2) separate help is asked for; (3) the therapist 
considers individuation necessary and (4) unusual life experience. 
Clinical examples are given. 


Phere has been a great and growing enthusiasm for the practice of family 
therapy by professionals of various helping disciplines. In this develop- 
Ment there seems to be a risk that positive indications for providing 
Individual help as a first choice might be overlooked. The only paper 
nown to the writer where the claims of individual and family are advanced 
With equal strength is onc by Martin (1977). Many family therapists are 
Understandably very committed to working in that mode and there is 
Often a suggestion, implicit or explicit that family therapy is always the 
rst choice treatment; anything else is second best, only to be used when 
the family is physically unavailable or psychologically ‘dead’ (Bloch, 1973), 
although Walrond-Skinner (1976) does give some indications for individual 
treatment. Clearly there is a considerable problem for the therapist if he 
‘cels that he is only providing second best treatment in that his enthusiasm 
and commitment may be undermined. Some American therapists, 
Particularly those working in a long-term framework (Bowen, 1965; 
pM and Shapiro, 1974) provide individual and family therapy con- 
arm While this may be a therapeutic ideal in some cases 1t 15 unlikely 
* possible for most workers in terms of manpower and time. 

an idi to the sting current. feeling that family therapy ought to 
catment of choice there 1s a further problem which arises from 
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using a family interview as an initial assessment tool. It is that it iaren 
to assess individual needs and motivation in a family interview. Yet : us 
are strong arguments for secing the family conjointly at the outset and es 
writer feels that this is desirable as often as possible. Only by seeng is 
whole family can the system be scen and then worked with if that » 
appropriate. Even if individual therapy is selected scing the ere 
together can help to introduce some clement of greater reality into A " 
perceptions of cach other and of themselves. The therapist may ies 4 
combine the two approaches in Some way. However, every family has 
System and in trying to underst 
too easily be overlooked. 

Just how casily this may occur w: 
this topic at the 1978 AFT Confer 
worked on treating simulated f. 
sultants. The instructions Wer 


: S esti eds may 
and the system the individual needs 


as highlighted by the — 
«ncc. Sub-groups of the ges 
amily problems using cach other as Eg it 
€ to define whether individual treatme! 
was indicated or not. At the end of the first half of the workshop no s 
had even begun to do this and most had effectively forgotten the possibi v 
because, as they most aptly said, ‘we can sce the family system’. After E B 
further discussion the groups returned to their task and some were TY 
to identify arcas of individual, or in one case, couple need. But it was sone 
difficult for this to be scen in any way other than in terms of education : 
social skills training. The groups all worked extremely hard and P 
interested. in thinking about indications for individual work so it son- 
striking how much the impact of the family system overrode other € 
siderations, E i 

In the last part of the workshop the writer spoke to issues raised i ‘he 
following part of this paper. There was then some gencral discussion- flic 
following examples have been deliberately chosen to illustrate the pne in 
and overlap between Systems problems and individual difficulties si" 


“fl 
) Jc 
; a " or 1 i 2m i 
practice workers are always faced with both and have to consider 

needs are Predominant. 


the 


Indications for family therapy ly 
uu nily 
In the author's view there are 


: pore fan 
four types of family systems where 
work should be the a 


treatment of choice, 


(1) Scapegoating families f 

«dii id 
D NER NER, " , Hed 51€7 8 
lhe scapegoating s family member is labelle $i ofte! 
cr members. Boundaries 3 


ystem is where one 
bad and is carrying the burden for oth 
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rigid and the family's homeostasis depends upon the symptoms. ‘This 
Pattern is increased when the treatment organization emphasizes the need 
for an identified patient or client as a passport to help. Scapegoating may 
also be found in the other three categorics. 

The D.s were such a family. ‘They presented with a fifteen-year-old 
daughter Alice who had a history of headaches for some years and of frequent 
Severe weeping over the last year. There was a younger sister, Lucy, aged 
twelve, described as ‘no problem’. Although Alice certainly had some diffi- 
culties around growing up and might well have problems with accepting 
her sexual identity, the most striking feature of the family was its flippancy 
and a defensive mocking and self-ridiculing humour. It seemed impossible 
for Members to share openly any sad or angry feelings. Within that 
System Alice's symptoms of crying could be understood because someone 
Was needed to carry the family sadness. Alice was labelled as ill and also 
thought of herself as sick. Significantly Mother had suffered from head- 
‘ches and Alice's headaches began when Mother's had stopped. In these 
CrCumstances it seemed essential to work with the family first on their 
Shared defence, rather than to collude with the existing label. If, later, 
Mice, or other members, identified clear needs of their own, individual help 
Could be considered. In fact the family worked over six ions with a 
Marked improvement in Alice's symptoms and family relationships, 
“Specially those between children and parents. ‘The parents acknowledged 
Some dissatisfaction in their relationship which they did not want to work 
on. In this case the scapegoating and the curious defensive communication 
Pattern seemed. the most dominant features. ‘The adolescent need for 
‘Ndividuation Was less marked. Alice would have seen an offer of individual 
Yelp as confirming a very much sicker label than she probably needed. 


(2) Enmeshed families 

In enmeshed families there is extreme boundary and role diffusion; 

“ommunications may be continuously interfered with and individuals are 

na felt to speak for themselves. 

, he Kk, family came to the clinic with a twelve-year-old boy, Jack, who had 

Specific learning difficulty, for which he was gettingappropriate educational 
lp. The parents were worried by his rather obsessional and ritualistic 

: chaviouy and also by periodic rages. There was a much brighter brother, 

oe aged nine. In this family, the most striking feature of the first inter- 
*W was the way in which the boys took the lead in telling the history and 
b Way in which the parents positively invited them to do so. T'he burden 
“ll on both boys, not just on the identified patient. It was not done in a 
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negative or scapegoating way; indeed the general family ti = bor 
and caring. Related to this communication pattern was the bi r over to 
members very rarely finished their own sentences, always giving ene 
someone else in midstream, There was a powerful and extremely an pel 
ing family myth about mad relatives in previous generations. It R ait 
evident that at least one parent, and possibly both, had agree ii of 
traumatic separations in their childhoods. Despite these keen i 
possible individual need in both parents and Jack, it diii ret 
work with the family in order to try and decrease the degree of dif us ablé 
and to establish more reasonable boundaries. They needed help to port 
each member to identify his own feelings. i 
family system was engaged in continual sh 
vidual losses. 


if the v 
It appeared as if the wt 
ared grieving of various 


(3) Paranoid-schizoid families 


as 


Thirdly there are those fa 


Uul ` T scribes 
milies whom Skynner (1976) describ 
paranoid-schizoid and who 


m Bowen (1965) sees as an undifferentia 
go mass where feeling parts of the self are projected on to others oe 2 
cach individual only carries a particular part of the family's € the 
feelings and role functions. Relationships are between part-objects us d. 
whole family as a group contains all the elements which make up wee 
The C.s were referred with a twelve-year-old boy, Mark, who was eit 
festing very bizarre behaviour in school making animal noises, hat he 
grimaces etc, He Was also failing academically, The parents insisted es the 
was alright at home and appeared unaware of his bizarre behaviour i^ | 
interview Situation, They did agree to special school placement. . 
therapists were seriously concerned whether Mark was schizophre? 
not. There was a younger sister, Amy aged eight. With great di 
family treatment Was instituted includin 
monthly was j 


he 


c 
ulty 
«oh bega? 
g the sister, Therapy which ^ tbe 
after about a year. After th? ijy 
family did begin to make 
resisted attending, Mother almost perpetually wanted a baby anc ap wW 
overtly wanted to fill that role, with some rivalry from Amy. Paths im? 
very isolated, silent and non-active in the family. Yet at the same us 
Mark had to be Successful and not in any way ‘handicapped » tot? 
Mother had also worked with handicapped children who represente: fe ol 
disaster to her. Father himself was physically handicapped as a 2 ur 
an accident in adolescence, This family could also be seen = ji nite“ 
differentiated ego mass with cach member expressing only a very arat” 
range of feelings and each a different range. ‘Treating Mark sef 
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would initially have been impossible as the parents denied his difficulties. 
Family treatment did, very slowly and painfully, allow each individual to 
come more real and in touch with a wider range of feelings. 


(4) Crisis situations 


Fourthly, there are families undergoing a current shared family crisis 
Such as bereavement. Such situations are so well known that no example is 
Blven, 


Indications for individual work 


In thinking of indications for individual work the writer kept returning to 
the theme of separation. Again it seemed possible to delineate four 
Situations where individual work might be indicated. 


(1) Traumatic separations 
Firstly, individual work may be needed when a family member has suffered 
or is experiencing traumatic separations. Children in Care, and children 
Or adults who have experienced multiple caretakers and separations in 
their lives fall into this category. Such deprivations can be seen as having 
imaged their capacity to relate warmly and trustingly and they may 
"equire an individual relationship in which to work through their fecling 
about this, ‘Through the experience of having unmet dependancy needs at 
Cast Partially fulfilled they may develop the capacity for trust. Working 
With the transference may be a necessary tool. Both Skynner (1976) and 
'alrond-Skinner (1976) suggest that emotionally deprived people may 
Tequire individual rather than family therapy. . 
as referred because of disruptive behaviour and 
of learning at school. He was an only child in a 
Well-to-do, fairly aspiring professional family and was found to be of 
;Xtremely high intelligence, a fact his parents had long suspected. At home 
© Was on the whole a rather over-good little boy, apart from prevarication 
ever missed school work. At the initial interview he looked rather subdued 
n Sad, although he was very articulate. This impression of € 
came increasingly strong culminating in a torrential, unstoppab e flood 
tears provoked by the interviewer asking if there was anything else he 
as Worried about other than the issues raised by his parents. He talked 
about the death of his kitten some months before and appeared quite 
s, too, were very distressed over this incident and 


" Matthew, aged ten, w 
Certain degree of failure 


zri à 
8 'ef-stricken. The parent 
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in some ways it might have been thought that the family shared fant 
mourn. The history was a tragic one; Matthew’s natural mot e by 
committed suicide when he was nine-months-old. He was looked "a id 
at least two caretaking families until, at the age of three and a halt d : fo 
had remarried. (Matthew only lived in the same household as his pins Pm 
a portion of the intervening period.) When Matthew was about four atn 
two further events occurred ; firstly father had a heart attack of uid 
severity and secondly stepmother miscarried fairly late in a mm A 
Although there were obvious failures of mourning in the fami D à 
particular a failure to share feclings over the first mother, there s 

very untrusting and guilty sense in Matthew himself. ‘he therapists ie at 

that he somehow had felt responsible for the death of his own Deep 
had certainly expressed guilt for his stepmother’s miscarriage. id nif 
feelings were very intense and the therapists decided that they cou liant 
be dealt with in a family setting. His guilt was causing his over-comP vol 
behaviour at home which in turn led to difficult behaviour at eer 
Additionally, the father, who had suffered gre “3 


at trauma and guilt p have 
H B . ^ id 

death of his first wife, was a very heavily defended man who woulc » 
been anxious about à 


a prolonged family intervention. This family might y 
said to fall into Freda Martin's (1977) category of families where jun 
family system is dominated by the intrapsychic system of one member i 
this case the rigidly defended father who might have broken dow and 
therapy. Both the stepmother and Matthew were much more ope for 
Matthew certainly h She 
his persecuted anxicties and depression. Individual treatment for Mat 
was offered with concurrent help for the parents. 


In some families one member is so deprived that he or she cannot 
therapy. Mrs A. w 


as first referred with twin girls of eighteen months: 
referral indicated a risk of non-accidental injury anda very high deg" man 
maternal anxiety. Mother was in her early twenties, having married ? his 
twenty years older tha 


V ears n herself. He was supportive but rather lost p nt 
wife's spiralling anxiety. The couple had been very surprised by tbe? 

of twins, one of whom had a squint necessitating hospital admissi reli 
theless the difficulties the mother was experiencing did not seem te ud £ 
to those stresses. The family attended a Day Centre for families with Y° iy 
children for about a year; they made some progress and then left suc j 
About a year later Mother referred herself back, this time complain" pay 
the behaviour of one of the twins. They were again admitted to the net 
Centre. On this occasion what became the focus of work was the mO 


our ^ 
own experiences of deprivation. She had been in Care from the age eet 
sixteen and had been in more r 


; : accou 
ad experienced so many separations as to acce 


har? 


"rhe 


T £i 
homes than she could remember. S! 
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increasingly aware that she had never been able to experience working 
through any painful feelings in the same place and with the same people. 
She was always being moved away. Her pattern of coping as an adult was 
now mirroring the past. She could not stay in her house, making trivial 
Shopping trips the excuse to get out four or five times a day. She only 
Stayed put during periods of depression, when she felt useless. Her 
Constant movement was seen as a manic defence, and she was now passing 
this Way of coping with feelings on to her children. Gradually she was 
able to understand this and to accept the value of some stability. She 
Stopped moving the children from one day nursery to another, and agreed 
to a long period of attendance. This mother could not bear to share therapy 
With anyone else in her immediate family, and indeed could only tolerate 
Staying with her children in the playroomif given concurrent individual help. 


(2) Separate help asked for 

A family member may wish to achieve separation from his family and 
“stablish his own identity. Adolescents and young adults fall into this 
Broup; they are at a point in the life-cycle when they have to achieve a real 
Sense of individuation and to sort out what kinds of choices they wish to 
make. 

Susan was referred at eleven years of age because of high anxiety and fre- 
quent absences from school with minor pains. She was the only child in a 
Ne-parent family. Maternal grandmother lived close by. Mother said that 
“Usan had been born as a result of rape. It was clear that Mother had 
Suffered multiple separations as a child and could use individual help. 
pusan on the other hand had been very warmly cared for by mother; 
deed the bond between them was rather symbiotic in that they shared 

‘any of the same wild fantasies, even near delusions about harmful 
Outsiders, There was something of a folie à deux about the couple. Susan 
vadeg, and valued, individual therapy in order to work out what kind of 
“Man she was going to be. Did she need to fall into the longstanding 
Mily Pattern of having very violent relationships with men, or should 
a guard against that by having nonc at all? Although there were very 
i and positive aspects in her relationship with her mother e kir 
lies of lot of hitherto unrecognized anger at mother for having deprived 
a father and for her periodic liaisons with violent men. an 
may may be helpful to separate individuals ina ips eee bons 3 since it 
Perso © difficult to individuate ina healthy iod w pra - only one 
like] n to act as a model. An identity opposite fo o the parent is 
Y to emerge. A relationship with a therapist offers something new, 
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(3) The therapist considers individuation necessary 


Thirdly, there is a group in whom the therapist perceives an overdue need 
for separation which the family may not perceive. Such families n 
indicate the impossibility of their staying together and yet they may 
consistently fail to separate despite all therapeutic. efforts. Complex 
sado-masochistic marriages fall into this group (Walrond-Skinner, 1976) 

In the M. family both marital partners undermined and tortured on 
other constantly. Although they made genuine efforts to protect ue 
children from this it was by a partial separation, living in the same house 
but in separate rooms; real Separation was unattainable. Family treatment 
was impossible. When a child became depressed at an interview and wept 
one partner was unable to tolerate the pain and left the room, not - 
return. The only practical approach was to treat the children individually 
and to attempt to work with the marriage; the children made a few ga! 
the marital work failed after a long trial. 

Therapists may also perce 
phobic families where a separation problem is presented, Kaplan (19 : 
Aid a vau phone ters parent i ging pla 2 
individuated fc dem 1 Fe = fhe rand pater, bud help 
fo: eaeh geret or : ors cases he often provided wem " work 
With one parent famili à 2: fe s SOIDB Sore family work. Indivic a when 
Sher rested has irem es a marital breakdown may be omy may 
Hive bee iia Properly separated from the grandparents. : not 

en contributory to the marriage breakdown. Parents who hav 


achieved a real individuation themselves are unlikely to be able te help 
their children achieve one, This category will almost certainly requ!” 
some family therapy concurrently with individual since the enmesh™ 
is high and the family system will pull the individual back. 


PN " å ‘n some 
ive an overdue need for separation m OTT 


(4) Unusual life experiences 


Finally, there i ed PEN. ONPE eR Tr . 
or etn en ans nut ais where one peoe 
foci Har they are in some Way separated fr dim ordinary. Int? j 
group fall children or adults who have major deii T or hant 

caps. Adopted children might also sometimes come im this category’ "a 
may parents who have to face the experience of knowing they a 
handicapped child; although family therapy may be ai propriate at var! t0 
HIS ponis; Members in any generation mi ds ae individual he tob 
deal with their own different experiences of a. ii re and adjust" 
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Severe psychiatric illness may fall into this group, which is in some ways 
analogous to the one outlined by Freda Martin (1977) of families where 
the system is actively supporting a very ill member whose illness is not 
Necessary to the maintenance of that system. 
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Family or agency network—where to intervene 
Win Roberts* 


NET— meshed fabric . . . for catching . . .'—families? 
NETWORK—‘intersecting lines, complex system.’ 
(Oxford Dictionary) 


We are living in the era of the Welfare State with its complex range of 
Services for those members of society who find themselves in difficulty. 
On the one hand it may be the agencies themselves who select the ap- 
Propriate help for a particular difficulty, whilst on the other hand there 
‘re agencies to which the consumer can choose to go. The difficulties 
nherent in this situation were not so apparent when the focus of treatment 
Was the individual in isolation from his psycho-social environment. The 
troduction of general systems theory to the field of family therapy has 
Made Necessary the recognition of the systems environment (supra- 
System), and components (sub-system), and has opened up the need for 
"going research to ensure that families do not become caught in an 
Mtricate web from which it will be difficult to ‘escape’. 

Agencies offering therapeutic help to families may find themselves 
Perplexed when an apparently appropriate referral fails to materialize, or 
When a family become difficult to work with for reasons it is hard to 
Identify, In attempting to explore this further I have become aware of a 
Number of factors which I propose to examine using evidence from current 
and Past work situations. 

‘he concept of family therapy as a treatment method may not yet be 
amiliar to agencies and others who, concerned about an individual, are 
accustomed to referring that individual for what they think will be ap- 
Propriate help. ‘Thus, a school may request that a Child Guidance Clinic 
See a disruptive child; a G.P. may refer a depressed adult to a psychiatric 
"Spital. Past experience will have led them to expect a course of action 
Which has become familiar, and they may not necessarily understand the 
reasoning behind the request that they prepare the parents of a child or 

s individual patient to expect to be seen, initially at least, with their 
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" ave vou to 

ily. As one Head teacher remarked ‘what right me a 6 
ben gs hildren .. ". Such comments were not unia ent was 
"uà phe ed Somerton at a time when this method of treatm 
xi dou ^d J referring 
ae it would not be unrealistic to assume that ae 
ved have uneonsdlans fears about families being iir i coca why? 
of their own personal family history. This was one PM e when the dy- 
professional worker who had attended a case corsa: lle apparent 
namics of the family system had been mae Paar au : had beon thë 
understood, continued to say to the parents of a boy poate m when 
nominated patient, ‘I can’t think why they ote ath cas “extreme y 
Paul is so obviously the problem’. ‘This particular family Es desperately 
ambivalent about recognizing that Paul was a go-between 4 tha workers 
unhappy marital relationship, and never failed to sepor "rel spend ? 
comments when resistance was running high. It Was essentii seration D 
great deal of time with this particular worker to gain her gem i of the 
not sharing her doubts with the family, and from the aoe might 
discussion it seemed evident that her fear of the ‘damage person? 
result from the family continuing to be seen was linked with som 
experience, 


sted i9 
Many of us will be familiar with the referring agent who, e mother 
be sure to sce both parents of a child in stress, will report that t, at some 
has stated that her husband is not interested. Which of us has not, 
time, been prepared to 


f a family 
] š mbet of x é 
accept information from one member th 
about another, only to discover 


information was false, Indeed, 
the clinic in Which I worked 
cases where the referr 
issue was one of autt 
the arrival of 
the letter wit 


at 
When they are eventually seen yo 
this was a not uncommon cre thos? 
and was particularly ata at mi 
al involved a child failing to attend school. ften unt! 
hority the father would be kept in the dark v although 
a Court summons. He would be justifiably angry, a dress? 
h the invitation to a clinic appointment had been a a st ore 
to both Parents, it had failed to reach him having been kept d atio? 
between mother and child, It became evident that verbal nie time ? 
to both parents Was essential from the Start and certainly at the 
referral, 


, fof 

5 ime 

In this Particular clinic it became customary to set aside on i 

discussion with referring bodies, Sometimes over a prolonged á gal PP 

doubts and difficulties were to be overcome and thcir go-nperation ted - 

Initially, visits Were made to all referrers and these sometimes aric 2o 
a request for ongoing meetings, 

did the length and timing, 


qp E 
The pattern of these rca ioi 
and were decided in joint discus 


E 
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example one school requested weekly meetings between teachers and 
clinic staff for a block period of time. Another school chose to have a 
Mecting twice a term between teachers responsible for pastoral care and 
clinic staff. In this instance the Head teacher was also present as was the 
Educational Welfare Officer and the school psychologist. Various articles 
have been written about work with schools (Gorell Barnes, 1975; Skynner, 
1971, 1974; Craddock, to be published). 

Similar groupings of e.g. Health Visitors, E. W.O.s, Social Workers in 
Arca teams and clinic staff became a recognized part of the clinic work. 
Clinic staff chose to work alone or in an interdisciplinary group of two or 
More. The clinic staff were frequently preoccupied with deciding the 
Appropriate balance of time between treatment of the families and dis- 
Cussion with referrers. Nevertheless, it was generally agreed that it was 
essential to use time in this way so that the relevance of family dynamics 
Could be recognized and the reason for involvement of the total family 
Understood. Such understanding undoubtedly led to a more appropriate 
Preparation of the family prior to referral. . . 

Communication between family therapists and other agencies with 
Whom the family are linked also has other benefits. The agencies them- 
Selves may be sometimes helped to deal with a problem more satisfactorily 
Pecause of greater understanding and finally, but not less important, the 
therapists themselves gained much from their contacts. The learning 


Process was two-way. : ao 
More recently, it has become increasingly evident that it is not only at 
the time of referral that communication between agencies is vital. Many 
of the problems presented to family therapists are from families known to 
other professional bodies although this may not be evident at the time of 
referral, Indeed, it is not uncommon for a family to be involved in therapy 
n one agency whilst various workers of other disciplines are engaging 
themselves with individual members. Unless this is known and accounted 
?r, the family may find themselves caught between agencics. They will 
Probably have learned the game of playing off one agency against another. 
Aus, if communication between workers is difficult—or even non- 
zNstent (and this is more commonplace than one might suppose!)—the 
amily may become trapped in a system being maintained by the agencies 

° their own interests. — 
discovery of other interested and involved agencies 1s frequently 
. Clayed until a crisis occurs. At such times a case conference is arranged 
Often, for the first time, workers to whom various members of a 
amily are known meet face to face. Rivalries may then become evident— 
“tween individual workers and/or between agencies. Sometimes the 
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s ized 
rivalries mirror those within the family so that unless they arc ja die 
and worked with the family are in danger of becoming o aigon 
agency system. There is evidence to suggest that x me ‘oh lie the 
sciously re-create the pattern of the extended family's in w ü 1 serious 
roots of their current dilemma. Families who have cr ‘collect’ 
damage because of a depriving life experience may NIGHTS pem 
agencies in an attempt to fill the emptiness within them. If, by » ilie 
they become caught in a network system which fails to irr T 
factorily the consequent tensions may only serve to confirm the ian m 
tion which led them to seek help in the first instance, the energy flo »yting t? 
agencies being used in battle with each other rather than in attemp 
meet the family’s needs. 


-—— 
The following example of a family being treated in the psyc” 
hospital in which I am currently 


o 
Á "nl. some 
Working demonstrated, I think, 5 
the points I have been making. 


Mr H. was referred by his General Pr 
moody and violent tow 


atric 


becoming 


actitioner when he was long ' 


ards his wife and children. He had a previously 


: es "NE ds ime he ha 

history of psychiatric treatment, and hospitalization. At the time know? 
been referred to a day centre of another hospital where he was also uld 
but because tH 


: I ; that he co! 
Were was no immediate vacancy, the hope was that 
be hospitalized with us fo 


= pita 

r a short stay until a vacancy in the day nod his 

occurred. At around the same time, but unknown to the hospital sta pild 

step-daughter, Jackie, was referred by the school psychologist to a edge 
Guidance Centre. She was said to be ‘a disruptive child often on t^ 


he 
A iene " mot . 
of trouble; unhappy and seriously underfunctioning’, Jackie and his 


^ à ; iree 
à! treatment, but as it later transp 
Was not take 1 


e 
"PT 3 sess Di". 
asked to come with his wife and children for an eq his 
1 W; the letter explained that in this way it was hoped 
difficulties 


as 

r : agit V? 

; might be better understood. When scen with his family Ar H 
quickly 
and his 


N f 
hef o. 
1 : í : , mot 
m ughter Jackie taking sides with her "E, d 
cre l child, Susan, who was the same age as J she wat 
had lived with the fam since her mother had deserted when 9" pe 
three years old, There had i 


s was grea 
father into hospital’, Little w 


she disliked her school and 
following history emerged 


: sfer- 
Mother was trying to arrange a tran | 
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Parents married when Jackie was a toddler. She was the child of a 
former liaison between Mrs H. and a casual acquaintance who had not 
known about the baby. Mr H. had been married previously and also had 
an illegitimate daughter whom he had never seen. He had hoped that 
Susan would be a replacement for this lost daughter. Both parents came 
from familics with a history of separation and divorce—Mr H.'s history 
Not dissimilar to Susan's, and Mrs H.'s almost identical with Jackie. By 
the third session Mrs H. was becoming increasingly angry that the focus of 
the work was not on Mr H. as the patient and that he had not been offered 
a bed. At this stage Mr H. himself was expressing some relief that the 
tensicns in the family had been recognized and revealed the information 
about Jackie and the Child Guidance Clinic. 

In the meantime, the school were putting pressure on the E.W.O. to 
try and get mother and Jackie to return to the Child Guidance Clinic 

€cause her behaviour had worsened, and when Mrs H. complained 
bitterly of the family sessions at the hospital the E.W.O. re-referred her 

ack to the Clinic. In a telephone conversation with the hospital workers 
de cxpressed many negative feclings about the family sessions and surprise 

at Mr H. was not seen as the cause of all the family problems. In addition 
n was beginning to ‘play up’ in school and the family sessions were 
i *n as being responsible for upsetting the ‘good’ aspects in the family, 
'*- mother and girls whilst ignoring the ‘bad’, i.e. Mr H, 
" A meeting was arranged between the hospital workers and the E.W.O. 
i talk about the areas of disagreement and to attempt to gain her support 

encouraging this family to come for help in what was thought to be a 
Problem involving them all. The presence of the other agencies came to 
op at this meeting and it was agreed that a meeting of all concerned was 
a atin, The E.W.O. appeared to be the worker most aware of all the 

er agencies. The aim of the meeting—as stated by the family therapists 
ee, to provide an opportunity for all those involved to recognize how 
bien family were manipulating the various professional workers, and to 

Y and reach a consensus of agreement about how, and by whom they 


Might best be helped. 
he professional workers for this particular family turned out to be: 


(1) Two E.W.O.s—one for the school/one for the family. 

(2) Psychiatrist and social worker from the Child Guidance Clinic. 
(3) School psychologist. 

(4) Social worker from the local area team—to whom Mr H. was 


known. 


208 W. Roberts 


AG sible for 
(5) Social worker from another London borough responsib | 
fostering Susan. 


(6) School counsellor—who was seeing Jackie weekly. 


y 
i spital with the day 
(7) The psychiatrist and social worker from the hospital wit 
centre. 


ada far Mrs H. 
(8) Mr H.’s G.P. and (9) the G.P. who was responsible for Mrs 


and the girls. 


(10) "The family therapists. 


nobody w 
working. ; 
j as m anaging 
The hospital worker who had taken responsibility for ‘manag 
meeting and who had no involven 
between the rival factions 
may well h 


helplessness by becoming somewh 
the worker: 


Thie of 
neogram of both family and agency systems. wn 
iscussion and seemed to take the heat out of the hg $ 

Provided evidence that the agencies were J" The 
ily with its blocked communications, rivalries o T 
reached that unless the agencies a 


V D 
s work V. 
apped in the agency netWOT^ yas 


3 d agentie 
and that ongoing work with the age 
these changes effective, 


agencies, the time h 
effective ways of en 


M a Pro 5 
families who come to us for help. At a recent ADSS Conference nt ler 
Kogan of Brunel University Pressed the need to seek solutions to P 


ve ta 
that practitioners are facing (Kogan, 1978). Are we prepared to 
the challenge? 


ke 
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Agency and family therapy 


Roger Adams* 


Attempting family therapy when working for an agency equals innovation 
for both therapist and agency. Unhappily the relation of agency to therapist 
rarely merits a footnote. Rosemary Whiffen (1977) acknowledges ‘the 
family as one system interacting with many others’ yet omits any reference 
to the family therapist and his agency. This observation is a statement 
about the concern of this paper. Existing research on therapy comments 
9n methods, training personnel and success rates, but the neglected factor 
IS the agency in which the therapist is embedded. The American experi- 
ence of family therapy predominantly originates in private practice, or at 
“ast that part which we know about through publication. This paper, 
Which has some parochial bias in favour of social work in Probation and 
Social Services Departments will contribute to redressing the balance. It 
will examine the practice of family therapy in relation to changes in agency 
response, the process of mutual influence and the survival of the family 
therapist, 


Agency and family therapy 

Phillip Kingston (1977) points out that there is a rapidly growing interest 
In family therapy in a wide range of British agencies. Historically family 
therapy has been associated with the independent practitioner role, thus 
Acilitating its accommodation into the Health Centre, into responses to 
Mental illness, prevention and cure, and making its influence therefore 
lat of only another method. ‘There is now a creative challenge to the 
Assumption that only that part of social work closest to psycho-therapy, 
May credibly adopt family therapy. Non-medical social agencies that are 
“nresponsive to the norm of allowing staff to privatize practice, indi- 
Vidualize families and that are having to face social injustice and oppres- 
‘ton, are interested. They constitute a host environment of multiplying 
“Nctions and responsibilities that produce bureaucracy. This is a different 


= Division of Applied Social Studies, Preston Polytechnic, Corporation Street, 


b 
Feston, Lancs. 


211 


212 R. Adams 


; venting social breake 
response; that of service; alleviating social distress, oe sri en environ- 
down and maintaining the social functioning of a fami a) i tients response: 
ment. Y emphasize and identify for recognition vr Duda Pc in that is 
I do not presume an equivalent for therapist and family ) 
question I answer in this paper. — ‘alten Ge hens candide methods 

Family therapy suffers a confusion as to is ret us t something with 
or techniques. Sue Walrond-Skinner (1978) does sort m verom which 
the following phrase ‘the term family therapy describes : [m treatment 
in turn embraces a complex range of methods cach emp ors nipulation 
techniques’. She also notes that family therapy when ur searded a5 ? 
of the individual's most salient psycho-social system’, ‘is rej que 
new orientation to problems’ and described 
for this paper Weakland's (1976) 
persist only if they are maint 


as 


ystems therapy. 

‘fundamental premise’, pa of the 
ained by ongoing current wow one i poit 
patient and others with whom he interacts’. Haley (1970) makes omini 
‘Family therapy requires new ways of thinking about humar stitutes * 
and what to do about them’, Ie Suggests that family therapy pem egui 
bigger departure from past ideas than learning theory. There moodi 0 
valent in the family therapy literature to Graziano's (1973) a vere 
‘how when introducing behaviour modific 


ation his intention 
subverted by the 


“ho 
: nt W 

A ; ` en shment ' ,, 

machinations of a psychoanalytical establisl e 


«Chronic 
h a yom A ’s (1976) paper: Chr? tal 
were ideologically threatened’. There 18 Framo’s (1976) pa ay Men 

of a struggle to establish a family unit within a Commu 


Health Centre’ stating it is a 
model of therapy can be n 
model’. He Suggests th 
point became apparen 
Procedures, 
mental healt 
it is necessa 


a syste! 
‘serious question as to — ui : 
nixed or integrated with an dich? » vi 
at when the full implications of the Syse atmen : 
t in terms of their effects on dingnasie TT ment 
admission Policies, status and so pa me mn 
h finds it too ‘threatening’. This proposition is pet 


; 
ntext by 
Ty to elucidate its 


^ : ancy CO 
meaning for a particular agency 

employing family therapy concepts, 

Role of interaction pes 

Interaction is the core 


oat 
concept to be found in all family therapy apr agit T 
As a prescription it gives the capacity additionally, to the t " of 1 
focus on the therapist-agency- family interaction. In the yer ge. 
Haley (1976) ‘the therapist must be considered as part 0 d 


‘or 
1 ë oct nal w 
dilemma of the client for a problem includes the professio 

which problems appear’, 


The term fa 


n 

; ple! 
1 aneutic pr? 
mily therapy means that when a therapeutic F 
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defined as the social relationship of clients, a therapist must include 
himself, since he helps define the problem. The way one labels a human 
dilemma can crystallize and make it chronic, and it follows that the social 
unit for the therapist is thus not merely the family but also the professional 
Network—the agency. Thus family therapy possesses prescriptions that 
Must impinge on the process of understanding in agencies. There is merit 
and learning in beginning where family therapy is apparently an excluded 
influence, 


Example 1 

A study by Joyce Lishman (1978) explored clashes in perspective between 
Client and social worker (herself) and found that the dissatisfied clients 
felt blamed. The agency was a department of child psychiatry and the 
research study used the social worker’s own clients. Lishman concludes 
thus: “A clash in perspective scems to lead to dissatisfaction and can 
Sutweigh the positives of improvement in child and family and is likely to 
Produce a poor outcome’. The solution however assumes her to be an 
Independent practitioner. Important factors are put under the heading 
Changes in my practice’, and are (1) her behaviour with clients, (2) being 
able to differentiate clients in terms of their vulnerability, (3) the kind of 
behaviour they elicit from her. Lishman sees problems as belonging to 
'Solated separate entities. Compare this with Weakland et al. (1974) 
Problems persist only if they are maintained by ongoing current behaviours 
of the patient and others with whom he interacts’. Lishman s assumption 
of functional autonomy supports and limits her to seeing change as her 
and less insight. She defines successful outcome as 


Blving more support 
About: 

(1) Child's functioning. 

(2) Parental functioning. 
; (3) Symptom removal. 
The above to be effected by means of a goal of guilt reduction achieved 
Y her through a helping process of: 

(1) Support . . . recognition of client's anxiety. 

) Environmental help . . . contacting other agencies. ’ 
(3) Insight . . . awareness about past and current experience. 


‘unit which contains the problem’,... 


“here are no references to the : 
problems of 


Problems are not ‘situational difficulties between people 
teractions’ and ‘essentially a social problem occurring as one aspect of 


a System’, 
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: F her 
However, this is surely the definition of thiesitonon sapei a 
families. It is about social work-agency-family d raa Di 
starting with: ‘I was frightened—I thought they merci T cvitisized 
mother and take him away from me’ followed by L des «d clients a 
sensitive to anybody saying you're doing wrong and saus ji ave wet 
this stage felt confused’. Altogether it's difficult to pem ‘they we 
disgusted when you said “We cannot give you advice . de psychit 
not clear what was happening to the child (seen separately by | less insig? 
trist) with her conclusion ‘I thought slightly more support € tà wid 
to the dissatisfied client’ without concluding the problem is to do Me polog? 
the professional world defining the problem than with family ps) 


issati i i amily feclings- 
(vulnerable/dissatisficd) and better manipulation of family fecling 


Example 2 


» 0 84 
Charlotte Burck in her study Families: Expectations and Experiences dh 
Child Guidance Clinic includes the aside ‘the Clinic see i con" 
therapy approach’. This Paper on the experiences of ten nace scd i d 
cludes: 'overall, less than half the families felt that they had been he T and 
this seems related to the differences between. their expectatio" 
experiences’, However, family therapy means only: 


(1) Appointment letters asking the whole family to attend. miy ove 
(2) The struggle in the first session between therapist and fat 
definitions of the problem, pe 
7 

Conversely, Burck finds evidence that supports a family therapy ast 
pective: ‘that even where the families saw the workers as € of t 
concerned and empathic, three of the families felt the experience 
Clinic was not helpful’. qm 

The words of Haley ‘once a therapist thinks in organisational oe 3 
it follows he must think himself part of a social system that is t? 
problem’. Burck (1978, op. cit.) 
of seeking help’ yet unhappily 
threatened’. There is cnly 
defined as social dilemmas, 


Family therapy is a supplement to 
Weakland et al. (1974) define change as 


. che? 
s "a 


ice 
eS 
n yor ë 
- social P sus 
acknowledges ‘the complex a felt a 
ae B 5 nig 
‘help’ becomes only parer. pro p 
a hint of a move to psychiatric 


"M" tres 
the clinic health centre 


having two levels: c 


pat 
2 E " E inal F 
(1) First order which means change occurs within the orig! 

of the system. " 
(2) Second order which 18 about change in the original patte 
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Family therapy is not just change within the original pattern, or another 
method for the independent practitioner preventing or curing illness. 
Notwithstanding such questions as this are still asked: whether child 
Buidance is equipped to deal with multi-problem families or how should 
the clinic try to adapt its ways of working to those families who attend'. 
Change is inadequate when family therapy only becomes modification of 
Other treatments: crisis orientated, short term, more directive or an 
educative model. The still point for instance, of the health centre’s 
response fails to register that where the unit of treatment grows, socio- 
logical theories enter the field and the therapist must think about agency 
and community influence. ‘The clinic has a place in the social system. It 
Matters what coalitions it makes, whose agent it is and how it socially 
defines problems. ‘That they are appearing in a defining professional 
World is part of the family’s problem. 


Professional change 


Haley (1971) believes ‘as the unit of treatment changes and the problem is 
redefined, inevitably the professions must change’. The professional 
World of ‘five disciplines which represent a variety of psycho-dynamic 
Orientations’ (Burck, 1978 op. cit.) is better understood as a network of 
independent practitioners. Effecting the prospects for change will be 
the motivations of agency members for the present work. It docs not 
follow that there will be changes in agency systems in accordance with 
Changes in thinking. Innovation involves agency changes which severely 
test commitment and in turn, motivation. To accede to changes extending 

¢yond thinking, involves the political. ‘This means losses, gains, lessened 
Authority and spheres of influence, threats to position of power, authority 
and status, with control of particular domains and resources changed in 
Ways crucial to work identity. Haley suggests that the most radical change 
introduced into the field by family therapy will be the displacement of 
Judgement of the therapist by professional background with that of success 
'N therapy. He overlooks the power of vested interests. Instead of family 
E Crapy creating a change in agency response it becomes subsumed as. 
‘Nother ‘method’ and therefore fails to be innovative. 


Social services’ response 

How are problems different when the agency makes a social services’ 
esponse? I think they only increase. Especially now there is the question- 
able assumption of material aid and therapy as separate aspects of help 
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which as Kingston (op. cit.) points out is seemingly pn te 
organizational structure of related services. How ever, ee c 
identifics the remedy and combats the tradition of separateness. ac of 
now becomes, for the agency family therapist, the formidable eine 
combining a family and other systems approach which is an extens 
organizational and intellectual project. . . ental 
The agency therapist accepts that the outcome of ae Jp 2 
intervention may be therapeutic, for the aim of therapy surely is to e 
family function more adequately and achieve family goals. Family © 
esteem and confidence may improve following interpersonal changes : 
success, outside the family boundary, 


in its social context. 
An outline of this context is given 


ues the 
by Aponte (1978) who describes £P 
poor family as often existing in non-supportive conditions, vulnera aid 
loss of identity as it accommodates to pressures from powerful 2: sd 
forces that quash personal and family goals. The poor family oup ia 
position of weakness that is destructive in an exploitable society where are 
larger shapes the smaller, Families, i 
unable to exert their portion of 
context that affects them, 

The relations people form to c 


sg ve 
because they do not possess Pov 


nia 
n z » soci! 
control over actions taken in the 


s t 


y : 5 out ask 
arry out social functions (family t25* the 


political functions) constitute social networks. ‘The social network oer 
poor fails to work for their benefit and they are not integrated wi ad 
units to achieve goals. They remain outside many of the operations n sont? 
society which are intended to stem. S by 


LIE anena : ieee anica > 
suggests organizational problems in poor families are accompante", 


115 
Par K 3 "T ture O 
the lack of a family’s organizational continuity with the structure 
societal context, 


enrich other units in the s 


. us “tes? 
How should Aponte be taken as an influence on practice from agencies: 
The relevance of this ide 


a 
now i 
can be seen in the followi 


à to practice in the British scene as wc F! 

ng ways: ers) 

(1) Families commonly function in a seller’s market (DHSS, employ E 
ctc.) and behave suspicious, hostile, fearful 27^ (s. 
forth. They will not 


ec 
act, depending on the therapist's role, ipf 
S of the agency service; man à 
€ to offices. Families will make xe orld: 

according to what they have come to expect from their social V. gs 
(2) Families will evaluate agency staff and deal with them as e ein’ ` 
having anticipations of Particular responses. It is possible that" à 
an agency’s therapist 


E 
: ane ap. mee 
» Not an independent practitioner, 


appointments, travellin 
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situation where a family’s aims will be in conflict with the agency 
and an adversary stance will promptly escalate conflict. 

(3) Intervention may be by other parts of the Department (residential, 
finance) or another agency (housing, DHSS) over which there can 
be little control. Any agency may be one of a number which will 
relate to and affect a family at any given time on a complementary 
or parallel direction, or in competition and conflict, creating con- 
flicting pressures and accentuating problems. 

(4) An agency normally deals with families according to rigid ideas and 
patterns of action. It may hold out demands, particular requirements 
for families and expect to lean on them, take over particular family 
functions like authority, finance or quickly reject them. For instance 
the family with the handicapped child may find a Social Services 
Department expects them to: 

(a) perceive their present and future needs by only wanting to 
know what problems they have at present and expecting to 
only be contacted again at a later date at a point of predictable 
crisis which should only be expressed as a material aid; 

(b) recognize that help is given only in terms of objective degree 
of handicap not subjective family experience of the child's 
handicap. 


Kingston (1977) identifies particular concerns for the agency therapist: 

(i) clarity about goals coupled therefore to selection of family therapy as 
the appropriate method. 

(ii) clarity about causes of problems. 

(iii) avoiding premature diagnosis and action. 

(iv) agreement on role and function of the helper. 

(v) where both material aid and family therapy are required ensure 
constructive co-ordination of the two. It will be necessary to explain 
fully what each meeting is about to clarify when it’s on material aid, 
aids, agency policy and when not. 


The Probation Service 


The Probation service when involved with families, makes significant 
‘ontacts prior to the Probation order being made. Probation Officers in 
Pursuit of agency goals make assessments for the Courts which are inter- 
'entions into families that initiate a disturbing process of interaction. In 
ther words the engagement of the agency with a family has preceded 
Possible beginning with family therapy. There may be recognition of 
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effect on the client but in the absence of systems thinking, not on = 
family. Thus anger, rejection and confusion and an adversary stand a 
a father with a son placed on Probation, may be seen as the | 
father’s psychology not as the result of the process of family dicet 
with social agencies and a disturbance to family balance. A disturbane 
which will present to the therapist problems of 


Agency — Family — Officer 
Agency — Client. — Officer 
Client. — Family — Officer. 


What is clear is that problems surround the many roles taken tae 
Probation agency therapist who indeed has to take on the responsibi ji | 
for monitoring agency interventions plus working with the pass 4 
together, there is a real argument for thc agency therapist to be amd 
a strategist who in any approach to a family must look at agency-therap® 5 
family interaction. Bell (1978) uses the title Family Context Therapist S 
define the necessity for the therapist to work with a family's environme 
which includes the therapist’s agency. 


Conclusions 

i ion of his 
the an agency begins from a pasmon his 
agency’s involvement with a family, equally he also begins wit ntial 
relationship with his agency. What matters is the provision of reti 
Support. In other words the concept of the individual affecting and be! 


d a a H H B > fam! i 
affected by his social environment applies equally not only to the : the 


. : "ade av be 
* agency therapist. For instance whatever may nc 
a " $ " " repo 
a for selection of a family the factor likely to be prep’ 


If the therapist embedded in 


r risk taking in matters of child care. "he n 
and learning experiences which constitute ji with 
apist is in constant interchanE" ge 
t and faces within the agency the need for bi 


js 

y : av dino 

control over these interchanges if he is to experience some security M 
as a fami B: i i i f rapist i 

role as a family therapist. It Is for this Purpose that the therap! hat a 

time, space and Co-operation if good in 

achieved. 


The only solution likely to 
creating a support group with 


tentions are not to be 4 i 

ssp 4 
I rapto ne 
aid in the long term the agency ther | fa 


t w! 
other agency members. ‘This group 
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the task of bringing about change in the pattern of the agency system. 
Family therapy should come to be seen as an agency task and the group 
must be an agent able to alter agency norms in the direction of acceptance 
of peer supervision, joint working, and direct observation of practice. 
Moreover it will be the task of the group to value the education of colleagues 
and agency network into what are the methods, demands and ends of 


family therapy. 
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Touch and body language in family therapy 


Peter Bruggen and Frank Elliott* 


This paper describes the running of a workshop in body language in 
family therapy; it gives an account of the development of touch and 
body language techniques in therapy at Hill End Adolescent Unit; it 
traces over a hundred years, some of the literature and gives a few 
clinical examples. 
The workshop and paper 
Feelings may be held within the body and body language may provide 
Opportunity for interpretation or other therapeutic intervention in family 
therapy. For people already familiar with this work, the workshop offered 
an opportunity of review and re-experience. 


Framework for the workshop 


All furniture had been removed from the room and the floor covered with 
carpets before members arrived and were asked to remove their shoes. 

For individual reference after the workshop, members were given and 
invited to keep, cards on which to write down their reasons for coming to 
the workshop and what they hoped to get out of it. 

To begin, everyone, including the leaders, sat in a circle and, in turn, 
introduced themselves by name, discipline and institution. 

There were several opportunities for people to make comments or to say 
What they felt, in pairs, in small groups and to the whole group. At the 
end, each person, including ourselves, had an opportunity to give final 
feedback, It was suggested that negative feelings or thoughts should be 
Included. 


Background (Didactic statements made after introductions) 
(a) The centrifugal influence within the Hill End Adolescent Unit from the 
nursing sphere to family work 


In 1973, some members of the nursing staff developed, as an occasional 
alternative to a games session, ‘action groups’ which used some of the 
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s: (e ewis 
warm-up exercises from psychodrama or encounter pun ie in 
and Streitfeld, 1972). In these groups, adolescents were : tine 
a structured way, to run, to jump, to dance, to early out iecur patients 
relaxation exercises and group trust exercises. The L| intei pane 
co-operated well with this project and gradually staff rig 
towards possible potential for therapy in the new ee » verienced 

Staff began to read and train with the help of some people po action 
in these methods, both in the United Kingdom and abroad. larly fout 
groups became formalized and since 1977 have been held and ag 
times a week, with some patients working on specific assertiv 


€ adolescent's secing how violent .jvatio 
and behaviour were used as a defence against the grief of cat a 
something which had often been our interpretation (Cowmead 
Elliott, 1975), but had rarcly been their own discovery. 


(b) The literature 
Maudsley (1867) m 


selves 
ade the observation that ‘when we put ae we 
the attitude that any passion naturally occasions, it is most certan © 972) 
acquire in some degree that passion’ and :on intensifies y 
commented on how *the physical expression of an emotion inte! : thou 
There was little therapeutic development of these notions sali 
Freud (1899) did write to Fleiss that ‘From time to time, I vi celin 
art of the method of treatment—provoking patients ature ? 
as well as their ideas’, [A thoughtful review of some of the Tie Tov 
Touch and the Psychoanalytic tradition is by Mintz (1969)]- ries * 
following Reich’s (1948) observation that feelings and anger wa 
‘contained’ in Posture, gesture and muscular tension, there pnecti” 
growth of ‘new therapies’ seeking to use the mind/body ^? 
therapeutically. 

Popular publicity has be 
almost exclusively outside 
movement’, ‘encounter gro 
(Licberman et al., 1973; I 


arwin m) 
, à few years later, Darwi" 1 it 


second p 


wi 


ich. “h 
3 A " whic t 
en given to this development, gro" 


rO* iy 
; sec (‘the E dy 
the National Health Service ee uw" 
ups’, etc.), but some of the S ooo 
owen, 1958, 1975; Palmer, 1973) su£* 
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the therapeutic connections between mind and body is real. Palmer, for 


. example, claims that bioenergetic assertive techniques, in which the 


Subject is encouraged in the gesture and posture of rage (controlled 
Striking of a mattress, shouting, etc.) as a first step in a therapeutic 
Sequence, do more than merely strengthen what is already there, but 
bring feelings and memories into consciousness in a way which can lead to 
therapeutic change. 

Sculpting (Simon, 1972; Walrond-Skinner, 1976) is a well known way 
of using body language in family therapy and Rueveni (1975) describes a 
group hugging a distressed member. 

The integration of body or bioenergetic work into family therapy of 
both systems and analytic orientation is referred to in a review article 
(Bruggen and Davies, 1977) and some aspects of the Hill End Adolescent 
Unit's work with body language, including video recordings of groups, 
Was presented at the annual conference of the Association for the Psychi- 
atric Study of Adolescents (Davies, 1978). 


Experiential programme: exercises 
Introductions 
In turn, the leaders and each participant were invited to say their first 
names, what they were fecling and, if possible, where, in their body, they 
were feeling it. Many people reported ‘negative’ feelings, such as anxiety, 
tension or apprehension. 

Workshop instructions, which were given slowly by the two co-leaders, 
are reproduced here in italics. Although they may at times sound or read 
like orders, they are really only suggestions. 


Touch 


An attempt was made to change, without talking, the feelings experienced 
and to do this by body work alone. 


Please stand up and walk around the room, shake your hands, your arms 
and shoulders while you do so. Look around the room as you walk and 
make eye contact with as many people as possible. (The leaders activ ely 
led this exercise by starting to walk around the room and to loosen their 


arms and shoulders.) Notice hoz easy or difficult it is for you to look others 
in the eye and to be looked at. 


r : 
Now to introduce touch, make hand contact with others as vou walk b Y 
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but 
"v "lose vour eyes, 

To cut out one large component of sensory input, close M 2, ; 
continue to walk around the room. 


" w you 
Still keeping your eyes closed, find a partner. Try to be bcm A pcm 
seek a partner and what it's like to be chosen. Do you ta gel ipu ^ 
: "ejec. be choosy? When y 
ou come across or do you feel able to reject and b 5 s rem do any 
found your partner, hold both hands together so that it i ma art of the 
else that the two of you are a pair. (Near the end of d ` partnth ; 
exercise, the leaders guided two people, who had not a A hands: 
towards cach other.) Keeping your eves closed, explore each ^ za explore? 
be aware of the active and the passive part of this. What is it yo What age 
And to be explored? Can you decide what sex the other person Ist mut weak 
What sort of hands are they? Are they strong hands, firm Eam lone an 
hands? Be caring and loving to those hands. With your hands or hands: 
without using your arms or Your weight, have a fight with the ot E doth 
What is it like to he doing this? Is it difficult? Is it enjoyable? « y" thost = 
other hands fight? Do they fight clean, or do they fight dirty? Car : talking 
hands again and, now, keeping your eyes closed and still withou 
take your leave of your partner and move around the room agaiit. 


After about on 
which sever 
instructions 
renewed c 


i during 
vious 
g the 


i eft m > again anc 
€ minute for the participants to mingle again 


i eae, oie: DI 
al of them renewed hand contact with others, S " pa 
ae A - ng é 
Were repeated. This time, after the hand fighting " 
aring, the instructions were: 


Keeping the eyes closed 


to sit of 
"m wn 

and continuing to hold hands, get dou 

kneel o 


n the floor opposite each other. Open your eyes. 


k 
4 too 

: nes 
The room filled with laughter, Eager sharing of the experien 


age 
, lar£ 
as one " jj 
s asked to come together “encourage, 
ok place. Participants were » used ' 
ch or hand holding could 


: man , non 
: intellectually resourceful, SENE gessi. 

worked tirelessly at his Profession and also in the family therap) nowe" 

as admitted to hospital. No shift could be made, 


after his son w 
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in changing his forceful academic and controlled contribution into a more 
feeling and free one until Tom, himself, took an initiative. 

Faced yet again with repeated angry accusations about depriving him 
of affection, his father, painstakingly, spelled out in detail the strength of 
his own feelings for both Tom and his mother. ‘Tom then introduced into 
the family therapy session what was commonplace in the in-patient groups 
In the unit; he turned and laid his hand on his father’s shoulder. His 
father’s eyes filled with tears and he nodded an acknowledgement of a 
different manifestation of feelings. 

In other family therapy sessions, therapists have made simple sugges- 
tions on similar lines. And therapists have touched members of the family. 


Eye contact 


To study further some of the feelings associated with eye contact, without 
talking, look about the room and choose a partner. Notice how you go about 
this and how you deal with any anxieties you may have about being chosen. 
Do you feel inclined boldly to signify your choice or, passively, to watt to be 
the last to be chosen? Do you feel able to reject someone? Make contact 
with the partner and form into pairs. 

In your pairs, sit as close as possible on the floor facing each other. Look 
into each other's eyes and look at each other's faces. Remember that the face 
you are looking at is one which has been studied by your partner daily for 
years and years. Look at everything on the face that is brown, everything 
on the face that is pink, everything on the face that is pale; look at all the 
scars and dimples and lines and spots; at the hair, forehead, eyebrows, 
eyelids, eyes, nose, nostrils, cheeks, ears, lips, chin and neck. Look at all the 
things that you like about that face and at all the things that you do not 
like. If you can find nothing that you do not like, try telling yourself that 
that person’s face is perfect. 


At the end of this exercise, partners Were invited to spend five minutes 
talking about that experience with each other. 


Clinical example 


A fourteen-year-old girl had been admitted to a psychiatric hospital 
following a drug-induced psychosis during which she had been hallucin- 
ating and violent. She was talking monotonously and trivially at the floor 
while sitting between her parents. ‘Look at each of your Parents while you 
are talking’ one of the therapists suggested. Immediately she did this, ‘she 
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spoke of her sorrow about what had happened. Her father responded 
with feeling and firmly censored her. Her mother asked if she felt mi! ad 
been clinging onto her too much and the girl said yes, she thought she hae 


Trust: pairs, groups and rocking 


Exercises to do with trusting offer opportunities to explore some of w 
positive and negative feelings associated with it. Carrying out the poc 
cises, facing the anxieties and discovering the result of so doing, MY 
increase a person's willingness to take the risk of trusting others. —, d 
The basic ‘trust exercise’ was demonstrated but because of e 
space, it was not practised in the workshop. In this exercise, thc sub 
allows himself to fall backwards to be caught in the arms of the Hoe 
The more the subject is able to keep his heels still, legs straight and t 
closed, the more he may experience the feelings of trusting. How much t 


1 l p PNE E 
catcher lets the subject fall is a measure of his confidence in his catch 
or ‘trustworthiness’, 


i 
Each pair should silently choose another pair to make a foursome, and eadh 
Joursome silently choose another four to make an eightsome. to 
In the group trust exercise, you are asked to stand up and each § ròi 1 
stand in a circle close together. Each person in turn stands in the pt jet 
closes the eyes and allows himself to fall. The group then catch the s" a 
and pass him around; this may be in a circular direction or may be m zi 
fro across the group. While in a therapeutic setting, a group trust yd w 
may go on for as much as Jive minutes with one person, for a workshop» 
suggest about one minute each. : "EET 
Por rocking, each group should sit on the floor in a circle. Aga: ply 
exercise should be carried out silently so that to volunteer a perso! ~ one 
has to lie on the floor and close his eyes. The group then lift him ge th » the 


pM ae oe the head; the trunk should be held slightly lower ý y ntle 
read and the feet held sli htly "t. After j r two OA nds 
m ar a Shtly apart. After a minute or and 


han 
rae ject should be lowered slowly to the ground and the the!" 
removed carefully. People who have been rocked are encouraged to ta i 


Bp a N A : , 
own time’ In opening their eyes and returning to the groups. 
Feedback from this exercis 
a peculiarly powerful exper 
memories of childhood expe 


ag WS 
€ Was in the small groups. The eins mo 
tence for many people, evoking ™ eing 
à A riences such as being held, rocked OF activ? 
on a swing. For some there Were strong associations of death. "l he * felt 


m a ic a E yas S 
part of the exercise, the caring and rocking of someone else, was ? 
to be strongly evocative of feeling and meaning. 
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Clinical example 


Rocking is often used in the Unit, both as a way of supporting someone 
who has been through a distressing experience and as an active exploration 
of feeling, or preparation for regression. 

A fifteen-year-old girl who had been brought up by her aunt during 
her mother’s many mental hospital admissions, was rocked by both 
mother and aunt in a family therapy session which they both attended. 
The group of staff and family in the session was arranged so that each 
maternal figure was on cither side of the girl’s trunk and shoulders. As 
they rocked her, the position of the maternal arms changed from being 
underneath the girl to being, in each case, one underneath and one on top, 
as if cach mother was preparing to pull the girl away from the other. The 
girl sat up in terror. The tug-of-love had been visibly reproduced for both 
of them and the girl to see and re-examine. The interpretation could 
then be made that behind her continuing rebuff of any adult care, lay an 
anxicty of its leading to such a terrible being-torn-in-two feeling. 


Experiential programme: application 


Each small group used simulated families to explore and develop touch and 
body language. 
Examples of this work included: 


(1) The turning of father’s back on members of the group could be 
commented on as an expression of hostility or ‘worked with’ by 
asking ‘what is your back saying?’ 

(2) A person tapping a toe may be asked, ‘what is your toe saying?’ 

(3) Exaggeration of particular gestures may be encouraged. A mother 
clenching and opening a fist or banging fist into palm, was invited to 
‘do that again’ and ‘harder’ and ‘do it more’, until it changes or until a 
strong change in feeling or awareness occurs. 

(4) Suggestions may be made about altering posture or breathing. In 
states of tension or bewilderment, individuals or groups may be asked 
to breath slowly and deeply (but not over-breathe), especially to 
‘breathe deep down, as you breathe in: as deep down as you can’. 
People may be asked to uncross their arms or their legs and to put 
their feet on the floor (clinical examples were reported of people 
starting to sob as this was done). 

(5) Encouraging touch could also be explored by therapists suggesting 
to members of their simulated families that they could hold hands, or 
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, "IP 
‘you could support him by putting a hand on his shoulder’. -— 
family threesome have decided to try again to live together, em I 
said, "Perhaps you could reinforce that important decision iA nme 
hands and looking at cach other’. (The reinforcement come min 
partly from the therapists whose suggestion is itself strongly es m 
but the final and cementing reinforcement is in the family’s 
touch, . : tal 
(6) Two sj the small Broups carried out a particular rp edi 
by two of the workshop members (Bentovim and Cook uae ep 
who had developed it for a workshop in a country where ies a j 
speak the language. After choosing roles of family "uen had to 
therapists, these groups worked entirely silently. The pet expl à 
communicate their problem to the. therapists by touch and ges 
their therapists had to intervene similarly, 


Conclusion | 


-aitin 

The tendency to see a new thing as just what we have been ior 
for, or as the Work of the devil, is Present, of course, in family theraP 
themselves, Quantitive data are hard to come by. sjasm 

Members of the workshop left in moods which varied from enthus 
to those feclings aroused by having found no meaning at all. ed n 

We suggest that the journey into body language and touch nee jyes 
assault the point of view of others but is compatible with other perspe 
and can enrich work and help us offer more. 


ot 
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Action models—learning by doing 
Erica De'Ath* 


The aim of this workshop was to demonstrate experientially how 
action models can be used: to highlight particular themes; to study 
ongoing interactional patterns of the family System; to allow 
patterns of behaviour and communication to emerge along with the 
consequences of that Pattern; to focus on the Process rather than the 
content; to find the strengths and resources of the family; and to offer 
the opportunity of Practising new skills and to gain insight through 
experience. Action techniques are specific acts or actions the therapist 
engages in to implement a strategy. Action is a deliberate intervention 
which will provide material shared with the family and therapist. Five 
different experiential exercises were demonstrated for use in family 
therapy training or in family therapy sessions. 


Family therapy is evolving a vast array of theories of interaction and 
techniques of intervention, hence the theme of this Conference. The 
emphases highlighted in 1966 by Nathan Ackerman still form the basis 
of our goals: ‘re-education of the family through guidance, re-organization 
through a change in the patterns of family communication and resolution 
of pathogenic conflict and induction of change and growth by means of a 
dynamic, depth-approach to the affective currents of family life’. To 
achieve these goals, family therapy must become a learning experience for 
all the members involved. . : 

A When Westley and Epstein (1969) conducted a study, using an inter- 
View and testing approach, to investigate the relationship between college 
Students’ emotional health and the organization of their familics, they 
Concluded that the way in which the family organized itself was both a 
Consequence and a cause of the mental health or illness of family members, 
ș T€ recently, Lewis ef al. (1976) have studied the organization in healthy 

amilies, Their aim was to identify the kinds of interactions which charac- 
terize ‘optimally functioning’ families so that those interaction principles 
* taught at the preventive and treatment level. 
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i F i > havi atterns 
Family members are usually ignorant of their own behaviour pat 


: 73) and 
and the sources of those patterns (Duhl, Kantor and Duhl, 1973) a 3 


through the use of action models (sculpting, exercises, games, — that 
play) these patterns may be made overt. Jay Haley pointed out in 195 its 
‘the focus of a family study should be on the total family and on di 
interaction of parents and children with each other rather than on 
interaction of family members with interviewers or testers’. m 
Each family we encounter is unique; each evolve stematic W srg tl 
operating as a family even though this sometimes means a secon 
stoical attempt at maintaining the status quo, despite the chronic voy aa 
pain of family members. Change, even the alteration of an ufisutis which 
form of behaviour, is frightening. By using action teghatgues ^. an 
prompt and encourage family interaction, the therapist can pic 
opportunity for educating the family to think in terms of new it th i? 
behaviour and provide the opportunity for practising new skills, 59 
and out of the therapy session. , has © 
Given the immense complexity of family life, a great premium anf 
be placed on therapeutic flexibility. ‘The claim that more or rel 
segment of family interaction will provide representative data - p task 
processes, and therefore is not overly dependent on any particu ar time 
seems to be a valid statement, given certain criteria, i.c. adequate yer) 
on task (Jacob and Davis, 1973; Lewis et al., 1976). However, SOc 
Sophisticated judgement may have to be used to develop ‘a giv” 
that may seem simplistic but are, in fact, subtly adapted to mati 
situation or purpose. Games often simulate an emotionally €V77 x 


ays of 


rapi? 
; , " : E elias a theraP ^. 
situation (see the ‘No’ game) which can allow the family me NEU 
to focus on characteristic responses within the framewor 
activity, 


Action models demonstrate 


Q9 
e of therapy 
learning and change. 


and reinforce the natur 


Conference workshop pad 

¿shops pye 
8 people and, since other worst 5. 
pting and role play, it was decided to “one ro 
different experiential exercises that could be accommodated in se siol 
with 28 people while also being applicable to a family theraPY eme” 


"D : Seated: MO" 
hese exercises were verbal and non-verbal, and involved ; 


The workshop consisted of 2 
covered family scul 


sal 
: a d : > jn 
sharing, team-activity, discussion and contemplation. everson o 
a P ; 2 € d ift 
I worked from certain basic axioms: that learning 1s à i by play 
» To sd 
process; that games are tools; and, that games are learne 
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them. The 1-2-3 Model 1 used to implement this teaching is as follows: 


(1) Establish the purpose of using action. 
(2) Select the means for implementing action. 
(3) Process, evaluate, conceptualize the action. 


The purpose of the first exercise, a warm-up game called ‘Hot Seat’, 
Was manifold: to get us started; to relieve any anxiety or tension; to 
include everyone; to give a common experience; to establish my leadership 
of the group; to allow the group to trust me as their leader; and, in par- 
ticular, to alter the se ting arrangements. All of these are equally applicable 
to a family therapy session (except the very first session) and the game is 
very popular with children. 

Instructions for the Hot Seat game. "he chairs should already be in one 
circle and when one person volunteers, or is chosen, to start his chair 
becomes the ‘Hot Seat’. He calls out a descriptive category, which must 
apply to himself and at least one other group member—black shoes, 
blonde hair, glasses, trousers, something red, etc. All members of the group 
to whom this category applies must change seats with each other. The 
New ‘sitter’ in the Hot Seat calls out and more changes take place. The 
therapist remains outside of this game and halts it when he considers fit— 
Maybe after six or eight moves depending on the size of the group. 

The second exercise, ‘Sharing Wallets’, was a structured getting-to- 
Now-you task in pairs. Based on the principles of ‘Show and Tell’ used 
With young children in the classroom, each person must provide five 
Personal items that communicate something about themselves. They 
introduce themselves to their partner through their selected items. Again 
the Purposes are many: to develop an awareness of self, a sense of identity; 
to develop an awareness of others; to be concrete; to encourage sharing; to 
Encourage listening to others; to discover new aspects of familiar things 
(or members of the family); to discover to what extent we are committed 
to the past, present or future; to look at the emotional value attached to 
Certain aspects of self; to see how many levels of communication are 
available, In a family session this exercise could be used by each person 
Selecting just one or two items as a way of encouraging each family member 
fo xpress their individuality within the family and as a means for the 
wit to gain insight into how each member perceives himself herself 

n the family. = 
a the focus of the workshop was a non-verbal team activity called the 
fiver Game’. The main purpose of this game is to ass Miidu] 
troller of behaviour within a group situation to mason (d pec. con- 

» Passive, active, dominant, submissive, distracter, placater, scapegoat) 
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haviour. 
to observe the sequence and consequence ar ut dos dei af 
and to itself takes about twenty minutes and provides a g A Te 
The he ipe the therapist. If at all possible, this game d cute 
"cer ole s by both family and therapist after th 
vide F S | pi 
Eo vey Game. Each Person is asked to bring aa 
they are Prepared to lose. When the team 


"netriuctions 
al game and instruct i 


and sitting down 
Round 2. Each membe 


ast round in the o 

m one other member ii the 

er is asked to consid the 
their experience of the ED i given 

group. In a family it is important that each family member x about 

i uption from other family eon of the 

ce of the game. This should be part of the band place 

discussion and of the game can ta 

nal experience has been Shared. 

Processing questions, 


» Without interr 
their experien 
game, Family 
after the perso 


How do You feel about the way you played the game? 
Who did You give to? How did you decide that? 
Who did you take from? H 


ow did you decide that? 


? 
: B ast round? 
€T to give or to take in the last rc 

hen people gave 


you choose Wheth 


you? : 

8 in your group? 

g in your group? = 
ad changed those rules? 
n this game? 


i 1 ve happened if you h 
What did you lea t yourself į 


“Nees of the Way you played? ud 
ance to play this game, what would yo 
Spoken, the f 
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Who handles the moncy in this family: 
Who makes the rul 
Who makes the decisions? 

What are the different ways in which the family use money? 
How did it feel to play with your own real money? 

What will happen to the money now that the game is over? 
Does everyone agree with that decision? 


In a training situation, this group discussion allows for a sharing of 
experiences from other teams—since no team ever plays the same Wway— 
and the above questions are discussed in the context of how this game 
could be used with families. 

Continuing on the theme of ‘taking’ and ‘giving’, the next exercise was 
a noisy, verbal enactment of denial and rejection which can provide an 
€Motional simulation that can bring things to a head with a family. Usually, 
this is an exercise between mother and children but equally it can be with 
a husband and wife. Again, the use of video for later analysis by both 
family and therapist is particularly useful to view the exercise after the 
Processing has taken place, a great deal is expressed in body language in 
this game. It is a game which takes only a few minutes but can be ex- 
tremely powerful, since the closer you get to experiencing an event, the 
deeper your emotional response. ; 

The Purpose of this exercise is to demonstrate and experience: the 
di erent Ways of asking for something (pleading, whining, demanding, 
whimpering, begging, questioning, threatening, shouting, crying); the 
c ferent ways of refusing, rejecting, denying (firmly, softly, loudly, 
Smilingly, angrily, impatiently, uncertainly, doubtfully, Vueling 
the importance of releasing emotions in front of family members; thg 
™Portance of staying with feclings that have been evoked; i iplc 
S 4 ruent communication (what is seen and what is heard); the impac 

a thr 
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ar y i pt db :*hatever 
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e 


» Manner or volume they please. The aim, here, is not to give in. Each 


" 1 , i ^W dq 
Sume" must Only use the given words. Approximately two minutes is 
e r 1 d ifterent ri Je vays 
askin ent for cach Person to experience the different role and ways of 


C 8/demanding and of denying/rejecting. 7 "E 
ange places and repeat the action, using only the given words. 
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ji rocess questions: 
Reassemble the family or group and ask the following process q 


How does it feel to deny, to reject —continuouslv 


to demand—continuously? 
ou—to ask? or to deny? . " 
deny some forms of asking? Which ones? 
deny other forms? Which ones? . " 
after certain forms of denial? Which ones: 
Since the purpose of this 
denying, there is no need for specific content. 

The last exercise Was a rel. 
‘Buddha Game’, My 
with since this was th 
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What did you like about your partner's face? 
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therapist as the family. A therapist may modify or change his style in order 
to model a particular form of behaviour or to introduce a particular form 
of action. However the therapist behaves will have a significant influence on 
the family members. If he is anxious, ill-at-ease, unsure, it will be easy for 
both family and therapist to disqualify the game or exercise chosen, or the 
Process or content of that game. Action models are what you make them and 
should be carefully chosen to complement: the family members; the 
family structure; the family session (beginning, middle, end); the family 
therapist. i 

Action models provide a therapist with additional skills and an alterna- 
tive way of working with families: using actual observable behaviour and 
experience. Having selected the preferred action model for use with a 
family it is essential: to consider the general tone and response of the 
family at any given session; to consider their willingness and agreement to 
take part in the task/game/exercise/role play sculpt...; to give clear 
Instructions; to give clear limits through explicit rules; to indicate clearly 
your responsibility as leader; and to be aware of your purpose. 

The third stage of the 1-2-3 Action Model, the processing, evaluating 
and conceptualizing, is as crucial as the experiencing. Experiencing 
Something emotionally and understanding it intellectually are two different 
forms of perception. Lewis and Streitfield (1973) describe it as 'the 
difference between reading about revolutions and sensing what it is like to 
P3perienee the anxiety and uncertainty of revolutionary change’. For real 
learning and insight to occur, these two forms of perception need to be 
Integrated, Looking at how a person perceives their behaviour, and the 
Behaviour of others, in a particular game or task and comparing or relating 
it with how they behave in other situations and other areas of their lives, 
an lead to an awareness which may induce change. . 

One of the benefits of working with families in this way, is that it 
Presents the opportunity for teaching statements, ‘re-education’, beyond 
re immediate task or presenting problem. By this I mean, that it is 
Possible to offer new or alternative ways of responding or behaving in a 
Blven situation, or of teaching that certain emotions or responses can be 
ecalthy, appropriate and ‘allowable’. Sue Walrond-Skinner (1976) defines 
cong Os practice and performance’ as being the hallmarks of a well- 

amily m therapeutic task, performance relating here to the riage 
RE A ue outside of the therapy session. Since many —— oe s 
thera T intrinsic value in themselves, it is clearly important: that the 

* m has à clearly defined purpose for selecting to use an action model 
pie task, and that the task he selects is clearly defined ; that the 

entation of that task allows the family to practise, either actually 
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the dysfunctional, but made the differences in style, interests, and goals of 
families that share high levels of competence comprehensible. What was 
common had much more to do with the processes of family life than with 
the content’. 

Whatever the perceptual framework of the family therapist, strategies 
Must be devised to work with families and will arise from his theoretical 
assumptions. Techniques are used to implement those strategies. Action 
Models and action techniques focus on the interactional, communication 
framework of the family rather than on individual, intrapsychic psycho- 
dynamics. Several techniques may be used to effect a single strategy, or 
techniques devised to implement one theory may be used in the service of 
another. Lewis et al. concluded their study with the hope that ‘the skills 
in relating and communicating which the optimal families demonstrated 
are teachable and learnable’; our ability and our capacity to ‘do’ and to 
‘learn’ are different, but many therapists are finding that actions speak 
louder than words. 
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Multiple family therapy in a resi i i 
aren Steen Py residential setting 


Jan van de Landet 


Treati ev i ^ i i i 
Kai apta ders omen qoem E residential setting without 
t he ily s impossible. Several ways of letting the 
family participate in the clinical treatment are discussed. Th hee 
of this article lies in multiple family therapy: groups of famil y nias 
adolescents and staff are treating each other. The soe ot qe dee 
meetings are manifold: to modify the stereotyped hate that bocas 
participants have of each other, to reduce the isolation of the fa ae 
which is created by their child's admission, to stimulate enkeraction 
and mutual correction between family members, adolescents and cae 
and to create a warm-up for and understanding of family en 
therapy. iii 
These multiple family sessions, which take place in a clinic with 
sixty disturbed adolescents, have a strong influence on the entire 
therapeutic process. Their impact is felt in the group psychotherapy. 
psychodrama and other forms of therapy. ii 


From the beginning of the work of the Adolescent Psychiatry Clinic 
Amstelland’ in Santpoort, Holland, the relation between clinic and 
Parents or surrogate parents has developed vigorously. Originally a certain 
fear prevailed of getting too much mixed up with the parents, who were 
considered to be the ‘cause’ of a failure in development or to be ‘guilty’ of 
their child’s identity crisis. This attitude partly stemmed from a complex 
Negative response on the part of the staff members to the parents, with 
a strong tendency to identify themselves with the admitted adolescent. 
We made a preliminary investigation of the possible causes of ‘treatment 
failures’ in Amstelland and there three in which the re- 
Sponsibility lay with the staff: 
y in the treatment was omitted, or done too late, 
as omitted, or done too late, 
mitted, or done too late. 


seemed to be 


(a) involving the famil 
(b) discussing relationships in the clinic w 
(c) solving of management-conflicts was OI 
* This paper was presented at the 5th Congress of the Union of European Child 
Ychiatrists, Vienna, July 1975. 

t Psychiatric. Centre, St Bavo, Noordwijkerhout, 
Mstelland, Santpoort, Netherlands. 
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These observations changed our attitudes so that since the beginning j 
1973 we have focused more on the family setting instead of having 
xclusive attention for the adolescent. 
° pui e is an adolescent psychiatry clinic based on the sical 
a therapeutic community. It is a treatment centre for adolescents eet 
fourteen and twenty-one years old, with serious psychological e re 
e.g. psychotic crises, suicidal attempts, affective disorders and enden : 
of psychological dysfunctions that can no longer be treated outs 
residential setting. — 
In a community with a structured sociotherapy programme, sc 
forms of psychotherapy, mainly in groups, are adopted viz. group 


, individual 
psychotherapy, psychodrama, family-therapy, and sometimes individua 
psychotherapy. 


All the adolescents live together in groups with a small number of staff 
and together they agree upon their weekly programme. "T 

An adequate treatment for these adolescents appears to be impossible 
without including in one way or another, the » 
We can choose various forms of contact, depending on several factors 
such as the stage in the treatment process; the state of the acute crisis; the 
phase of the development of the adolescent; the wishes of one of the three 


" x : ation. 
parties (children, parents, staff members), or just the need for informatio 
Modes of contact include: 


original family relations. 


(a) Social work reports 


During the first five weeks of their stay, 
orientation group, it can bev 
more or less info 
family at home 


ive 1 an 
when the adolescents live 1n ? 


ies Sa -ays 
to the clinic. The adolescent is alway 


: can 
this contact, the motivation whether to stay or m 
x ake H 
essures from family members can be taken 
account, 


-oblems 
À ..r One or more sessions. Management probl tes. 
can frequently be solved in this Way without escalation or violent deba 


: -jë Of 
For the adolescent escalation sometimes ends up in leaving the clinic 


i allang 
se (sometimes compulsorily whereas Amstell; 
a return to troubled relationships. 
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There can be many reasons why such family sessions may become 
Necessary, but many stem from loyalty conflicts between parents, 
adolescents and staff members. These difficulties often concern issues such 
as weekends, leaving the clinic, living on one’s own, or the persistent 
resistance to the admission to the clinic (often justified when there has 
y no free choice, but moral pressure or housing-shortage has compelled 
It), 

The permissive atmosphere in the clinic may also lead to highly emotional 
confrontations, especially when hidden or projected wishes of the parents 
are being threatened. 

There is a considerable chance that the first sexual advances, bashful 
as they are, will be made to the opposite or their own sex in the unit; 
youngsters are able to decide how to spend the evening; they are not 
chided or punished the moment they do something ‘wrong’, or make a 
mess of something and they are invited to speak frankly about themselves. 
Considering all this, parents may be expected to be shocked and to complain. 
When their anxiety is misunderstood and the staff reacts only disapprovingly 
to parental anger, further escalation becomes inevitable. Support for the 
Worried parents and other family members, in a structured family session 
can work miracles. 

The same need is felt when a crisis takes place in the clinic, for instance 
that of suicide. When this happens, it has a disastrous, disruptive influence 
on everybody belonging to the therapeutic community, and it is not 
advisable to let other parents be confronted with the ‘story’ without giving 
them a chance to cope with the anxiety about their own child, or to explore 
the tensions and the positive and negative feelings around suicide. 
adolescent will return home for the weekend with a 
e past week in the clinic, and on Monday they 
an equally ‘horrible’ tale about the weekend at 
clusion, thanks to this courier- 
d for amount of 


Almost every 
frightening story about th 
Will present the staff with 
home. Both parties have to come to the con 
Service, that neither of them succeeds in giving the hope 


love and attention to the adolescent. 
Only when parents, staff members and adolescents can exchange such 


‘hot stories’, will the underlying function of this behaviour become clear. 
By attributing good and bad roles the adolescent can evade the loyalty- 
conflict with its attendant ambivalent feelings. Up till then they are unable 
to accept the reality that parents are both good and bad and Amstelland 


'S both good and bad. Up 
The only ‘sane’ solution that 1s left, see 


Parents and the Unit. 
Sociotherapists (group workers 


ms to be to create a split between 


), social workers and psychotherapists 
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: sidered during this 
participate in such family sessions. The subjects UH Ane 
therapy are confined to the here-and-now ein e a a ee 
place within twenty-four hours of a crisis and at the : bn nacer atl 
solution must have been found. The whole procedure Frida valving qualities 
effect on each participant, especially when their pro s 
are at stake. 


(c) Contractual family therapy 


-—-—— inic have 
Almost 25% of the sixty adolescents who are SUE ree | es 
regular family therapy sessions, as a psychotherapeut n are structured, 
their family system is in deadlock. These family meeting spchodynaric 
sometimes directive in attitude, therapy being based on psy 
Es sie — ost it best to work in the same way - E 
outpatient families. The impact of the "identified patient Aen conti 
overwhelming, that we searched for a form of family therapy aa pesce 
setting whereby we ourselves stressed the position of the mand 
patient’. When therapy takes place in our community, all i. aiher 15 
equality is dropped, one person is in residential treatment—t weh oin for 
not. The functional meaning of the admission of onc family me 
all parties is focused upon, and certainly not obscured. t noi danied. 
The specific role of this child in this family is stressed and he bacon 
Psychotic, suicidal or antisocial behaviour can also be Pr wee d outient 
possible way of life. Family therapy with an accepted 'identi sei e equali 
Works in a more honest way than maintaining that all spen lie DR 
even outside the clinic ‘some are more equal than others’. To ac m Hstence 
the positive aspects of this way of life does more justice to their ex!s 
than a spurious therapeutic equalization. rostly in 
Social workers and psychotherapists work together as a duo, mos 
ten to twenty sessions of one and a half hours, once a fortnight. 


(d) Sociotherapists as go-betweens 
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used it. It seems that the mere fact that this possiblity exists has a re- 
assuring effect. Needless to say no contact occurs without knowledge of the 
adolescent. The ‘basic trust’ has already been harmed in most cases, and 
à paranoid disposition towards grown-ups is often just, in view of the 
Sometimes pressing tendency of parents to ask insistently for a talk with the 
therapists alone. 


(e) Multiple family therapy, or just ‘family sessions’ 


In 1971 the idea of having multiple family sessions originated. The wish 
to make a movie about ‘Life in Amstelland’ threw us all into the arms of 
all the parents of the adolescents then present. They were minors and 
without parental consent they could not appear on the screen. (A T.V. 
film, and later on a permanent educational film.) A great happening took 
place with parents, adolescents and staff members, a total of more than a 
100 persons. In no time the subject of this meeting changed, from the 
film to admission, management, education, living in Amstelland, moral 
values, worries, future etc. We could not escape! It took till March 1973 
before these afternoons became part of our treatment programme. At 
this moment every treatment group gets together once in six weeks with 
family members, fosterparents and sometimes tutors etc. Age does not 
Matter: grandparents and grandchildren are welcome! Friends often come 
also. We only ask that whoever comes has a special relationship with the 


admitted adolescent. . : o. 
The meetings last for one and a half hours without intermission, and 


afterwards many family members join in drinking tea in the group room. 
In the beginning we divided this large group of thirty to forty people in 
bled afterwards. The disadvantage soon became 
been blown off. There was no more than a 
ents and children were not in the same 
group and staff members were pushed into leadership roles. Since then, 
we all stay together under the direction of the eldest psychiatrist, who is 
more easily accepted by the parents as an ‘authority’. It is not so easy to 
avoid being seduced into giving advice and information, but to stick to 
More emotional subjects and to keep the whole session in hand by gentle 
manipulation. 'The adolescents show an advantage in verbalizing their 
thoughts and feelings. The parents follow far behind and have to be stimu- 
lated; staff members are afraid to bring up their own views and feelings 
Until they have attended many family sessions—the distance between them 
and the child is not great, and is certainly coloured by not yet fully worked- 


through emotions related to their own parents. 


small groups and reassem 
apparent for all the steam had 
discussion with each other, par 
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A list of verbatim citations from many family sessions may be helpful 
as an introduction to the issues raised. . -— 
—‘freedom here is in conflict with accepted standards in society 
—‘what to do when they are home for the weekend?’ 

—‘how about drug therapy?’ -" 

—‘can they really handle responsibility and independence? 

—as to this free sexuality, is this a new form of therapy? 

—‘what to do with your feelings of guilt?’ . M 

—'how lies the responsibility of the clinic for these children? 

—‘do you think the problems stem from the family?' 

— group therapy is Holy, the individual is neglected’ 

—'why isn’t there an educational programme?’ 

—‘is there no more help for family members?’ 

—‘it’s a big mess and you give in to every whim’ 

—‘why do you call them patients? 

—‘is it because of the education, the nervousness of the 
mental weakness of the child?’ 

—‘why not organize a social evening? 

— "what do you expect of parents?’ 

—‘is this family session a kind of compensation?’ 

—‘the staff are putting their best foot foremost’ 

—'I'm here for my child, otherwise you wouldn't see me!’ 

—nice to meet your parents once in a while’. 


; à F > main 
In trying to categorize these and other expressions we found some mz 
themes: 


parents, Or the 


(a) responsibilities of 
(b) expectations of pa 


The first theme occurs frequent] 
and more or | 
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(4) to warm up for systems therapy by helping all concerned to under- 
stand the various systems operating. 


(1) To modify stereotyped views. According to James Anthony (Anthony 
and Benedek, 1970) views of the adolescent are formed by three factors: 
by the collectively originated social stereotypes, by the person's own 
Structure and experience, and unconsciously by countertransference 
feelings. ‘Together they cause the adolescent to be seen more as the in- 
Corporation of negative ideas than as an independent, human being. 
Moreover the normal, ‘healthy’ adolescent is often overshadowed by the 
influence of the extreme acting-out behaviour of a few. As a contrast we 
find, on the one side, the adolescent seen as a passive victim, exploited 
by the advertising affluent. industrial society, sexually underdeveloped, 
emotionally unstable, as a lost family object to be mourned for; on the 
other side, the amoral and dangerous brute, sexually free, and envied 
object that should be kept in check and who should be expelled from the 
family as soon as possible. All parents struggle with their adolescent 
children and it is not unusual that the adolescent brings about a crisis 
for a whole family. Parents often are in a (pre)-involutional stage of life, 
the menarche of the daughter confronts the mother with her menopausal 
syndrome, the son fulfils, or fails to do so, the ambitions of the father who 
can see his retirement drawing near. When the children leave home, father 
and mother may be confronted with each other in a rather awkward way, 
without the possibility to vent their feelings on their children. Parents 
often try desperately to keep their children for themselves without giving 
them a chance to grow into adolescence. Amstelland then becomes a 
sanctuary for the child who has become caught in a partly conscious, 
partly unconscious stereotypy; a place where even staff members are not 
free from unconscious transference, and countertransference feelings all 
of which put the adolescent at risk of becoming a fantasy object. — 

In general we can say that it is very difficult for a child to grow emotionally 
bevond the neurotic impediments of their parents, or of our staff members. 
‘The adolescent will often try his best to give us a Wrong impression of his 
especially when staff members get too close. Properly speaking, 
they wish their parents to stay as they ue "IPIE a forcing’, 
‘extremely lovable’, ‘they'll never change’, they 1l never cooperate . They 
Protect them against the threat of a therapeutic interventions we observe 
that a pathological homeostasis is apt to prevail in the family, after the 
admitted adolescent has taken all the blame of the disturbance’ or the 
‘illness’. Recovery of the child and a more intenstve care for the family 
bear the risk of a disturbance of this pathological balance and the chance of 


parents, 
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a decompensation of one of the other family members. When all parents are 
invited for the family meeting, many children come forward with more or 
less valid arguments to stop us from inviting them; varying from: £08. 
far’, ‘too expensive’, ‘father is working’, ‘mother has to look after the 
children’, ‘they are ill’, ‘they won’t like it’, to more extensively worked 
out exposées of the critical condition of the whole family, in order to deceive 
the staff. An extreme example is provided by the following story told by 
an eighteen-year-old boy about his family, ‘who would be sure not t 
come’; father was in a state mental hospital, psychologically a total loss, 
full of drugs from the doctors, mother was completely unstable and under 
the influence of alcohol and finally there was a sister, who after many 
suicide attempts, was too depressed to participate in any interaction. To 
say the least, a family not to be touched by even the best family therapist 
in the world, and a family to give us ample space to vent our negative 
fantasies. , 
The date however was fixed and the invitation sent out, so the family 
came; that is to say father and mother. To our amazement father was 
very much to the point and coherent. He was no longer an inpatient and 
was not impeded by his mild medication. Mother seemed very involved 
in what was going on and reacted appropriately. Our view completely 
changed. The whole family came to family therapy. The parents became 
real people, although they were still having a hard time, and the son could 
be discharged after some months and now lives on his own. . 
The view of staff members, especially of the young group workers, ^ 
rs earl hy their endeney to en themseives ih he adoles 
ndis al as as omnia may follow. Their ey or 
ever enter into the di nme Ce They keap qi e -— 
"Those parents are ince qr They Feel Threatened e e ks be 
ourselves’, ‘parents = Hg ‘we're placed between fires’, ‘we = end’. 
seein = ata pitiful people’, ‘they are at their wite 2 
Rouseto E ci pists are personally attacked by parents s en 
airs: group leaders think everything is O.K., the dirty mes?» 
the aggression, they don't care f i Wi worker 
succeeds in giving vent to hi E children a hen : -— 4 ut the 
kid in the same way as th iiid visé nique rae in rective 
social experience’ for al] ù iat tren b ede —— ee as 
the household affairs hese te D in the same boat!’ As : to be 
a place for, in our opinion em solved os Such A ways med proe identia 
‘cements Anton smtp essential subjects related to agate! 
feclings, etc. Quarrels dout ic ild relationships, fear, worry, am be the 
eon 5 about the household are no longer allowed to h 
main topic and more ‘experienced’ parents help newcomers quickly throug 
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such time-consuming discussions. All stereotypes, if given a chance to 
grow, hinder the therapeutic process, because they obscure the more 
specific relationship between this child with these parents and these 
therapists. 


(2) To reduce the isolation of the family. Even before admission many 
parents noticed that they were being observed in a special way by their 
extended family members. Grandparents, brothers and sisters, but also 
neighbours, friends, tutors and other educators are inclined to cast a 
disapproving eye on the parents. This creates a stigmatized position, 
inducing some parents to tell lies, ‘she is staying with her family’, ‘he is 
at boarding school’, ‘he lives in another town’, ‘she works in a foreign 
country to learn the language’. It puts a strain on their style of living. 
They begin to become apprehensive, to show uncertainty and not least to 
suffer from feelings of guilt, either secretly or expressed openly. The 
whole family is avoided, considered a bit ‘peculiar’ and when the isolation 
is complete they tend to move to another town, fall ill, or try to expel the 
admitted adolescent. The confrontations firstly with other parents who had 
to work through the same experiences and who also felt their social security 
being shaken, secondly with other adolescents who more or less resemble 
their kids and have daily contact with them, and finally with staff members 
who clumsily try to give the adolescents a new future, leads either to 
emotional eruptions, or to reassurance. Unfortunately, sometimes all 
concern is denied: ‘we're different’, ‘there’s nothing the matter with us’, 


‘when my child wasn’t here, you would not see me (!)’, ‘I’ve got nothing 


to do with those other parents’. 


(3) To stimulate interaction and correction. It is false to suppose that all 
parents should be involved in the therapeutic process. But the influence 
that these family members who stay outside this process and have no 
contact with our staff is more important and risky. We think of adolescent 
problems as intricately interwoven with the family system which means 
that this has to be brought into view. Apart from the regular contractual 
family therapy, many parents meeting together can, by exchanging 
experiences, give themselves, and us, more insight into specific family 
behaviour than when we see one family at one moment 1n therapy. Some- 
times, alteration of parental behaviour will be necessary, especially at the 
Weekends (when 60°, of the adolescents can be home), when everybody 
tries either to behave ‘normally’ or to organize something ‘special’ for both 
Possibilities can end in disaster. ‘The criticism necessary will be more easily 
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accepted from other parents, and it will lead more quickly to cooperation 
than when the staff gives the criticism. Nevertheless they do succeed in 
seducing us to advise them not to deny that the adolescent has a special 
place in the family during the weekend owing to his admission, and not to 
organize special happenings. Violent discussions between all participants 
ensue when holidays become the subject of the family session: shall we, 
or shall we not spend the holidays together? . 

We consider the afternoon a success when the talk is about guilt feelings 
and not about specific measures: ‘we can’t go when our child is in 
Amstelland', *you'd better go, nothing will happen to me’, *we've always 
been together’, ‘I feel left behind’, ‘this year we just decided to stay at 
home’, ‘I wouldn’t have a quiet day’. 

The preparation for discharge from Amstelland or the return to 
Amstelland after a nice weekend at home are subjects greatly influenced 
by other parents, family members and fellow patients, much less by staff 
members. Our wishes and plans get easily used as weapons in a loyalty 
conflict, and will consequently stand in the way of autonomous behaviour. 

Sometimes a lot of work has to be done: parents demand direct advice, 
they respect hierarchical structures (“doctor knows best’) they want to 
talk privately with the therapist, they prefer technical and hygienic affairs 
as a subject for discussion and they are often full of anger—sometimes 
Justified and to the point—about what is going on. Space must be allowed 
to vent some of these feelings before the hidden anxiety, fear, uncertainty, 
guilt feelings and true concern can be freely discussed. Concern is not 
always the same as overprotective meddling. Uncertainty and fear are 
often based on years of experience with this child and guilt feelings can 
pe mal a finally be accepted as ‘guiltless’ pat, AMI iens. 
of mnl in T between newcomers and trained pe : 
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emotions. It is a lot easier then for them to accept an offer of family therapy 
and sometimes parents even recommend it to each other. 

Sometimes, when only one parent is present—usually the mother, a 
multiple family session has a bad effect. This one parent then is caught in 
a web of loyalties, especially towards the other parent at home when his 
absence is discussed, or when the mother finds comfort and support in 
this meeting and father is at home, ‘cold and uninvolved’. Once in a while 
parents get in a crisis situation and acute intervention by means of a 
reassuring talk is necessary directly after the meeting. This is so because the 
next family session will only be after six weeks. We may also propose formal 
family therapy in this meeting after the large group. 

Finally we must mention those parents who never come and never 
bother us but leave us with unanswered questions. Everybody is repeatedly 
invited to come. By staying away they make us all feel uncertain about their 
relationship with the adolescent: do they reject the child? are they no 
longer interested? are they afraid to meet us? are they acting under pressure 
of the adolescent? do they think we ought to handle it ourselves? Reason 
enough to pay a lot of attention to these quiet parents. 


Conclusion and future perspective 


Concluding, we may state that we have introduced and institutionalized in 
Amstelland a form of therapy that has a strong influence on the entire 
therapeutic process. Before and after this multiple family session the impact 
is felt in individual talks, group therapy, psychodrama and in all contacts 
with parents, It has to be regarded as a learning process in which corrective 
social and emotional experiences predominate. In the near future we plan 
to alter the format by introducing roleplay and sociodrama, in order to 
offer more structure and to effect even more involvement. 
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Children in family therapy 


Christopher Dare* and Caroline Lindseyt 


The distinctive skills of child psychotherapy can be utilized in the 
development of a form of conjoint family therapy especially applicable 
to the field of child psychiatry. It is suggested that the engagement of 
children in the process particularly enhances the specific character- 
istics and potentialities of this form of treatment. 


Family therapy as a treatment strategy has now been practised for more 
than twenty-five years. During that time, social changes have occurred 
which have made it possible for the family, as a whole, to be seen as ‘the 
patient". Originally, family therapy as a clinical intervention developed in 
the context of the ‘new’ family-orientated views of schizophrenia, both in 
the U.S.A. and Great Britain. However, family interventions became a 
logical outcome of changes in conceptualization of the origins of psycho- 
logical problems within the fields of child guidance and child psychiatry. 
This was particularly true of Great Britain, where the relatively scarce 
resource of individual psychotherapeutic skills outside the major centres, 
left a therapeutic gap which family therapy now appears to be filling. In 
the United States of America, the more wholeheartedly psychotherapeutic 
approach within the mental health professions, resulted in conflict over 
the establishment of family therapy, and psychoanalytic psychotherapists 
who work with children, on both sides of the Atlantic are commonly 
ve about the spread of family therapy. Concern has bcen 
approach has three drawbacks: (1) That 
n the family will be lost in the welter of 
family events. (2) That the skills of making contact with children and 
providing them. with a setting within which they can express their inner 
worlds, will not be developed (McDermott and Char, 1974). (3) be ies 
Changes in personality structure and in the balance of interia conflicts, 
that are sought in individual psychoanalytic psychotherapy, will not occur 


in family therapy. 
These three preoce 
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need not carry these disadvantages, if adequate measures are taken. 
Within the child mental health professions, constant pressure is necessary 
in order to keep the needs of children at the centre of interest. The 
fundamental skills of making contact with children and understanding 
their inner worlds must be acquired. ] 

The present authors have drawn specific attention to the links between 
certain features of child psychotherapy and family therapy (Dare, 1973) 
and are engaged in developing a form of family therapy which is particu- 
larly aimed at meeting the needs of families presenting with voung 
children, including pre-school and young latency age groups. 

We have conducted preliminary research into the outcome of our form 
of family therapy (Northey, 1974) and reported clinical outcome findings 
(Dare et al., 1976). These results encourage us to believe, firstly, that our 
interventions are symptomatically effective for a wide range of present- 
ing child problems and secondly, that change occurs in basic psycho- 
pathogenic processes in the family. 

In this paper are described our techniques of initiating children into 
family therapy, which whilst not strikingly different from that reported 
by Ackerman (1966, 1970); Satir (1964); Guttman (1975) and Zilbach 
et al. (1972), are different from the techniques commonly observed 
employed in Great Britain and the U.S.A. The emphasis is upon the 
retention of a more consistent child orientation throughout whole 
family treatments. This does not result in neglect of adult needs but 
avoids a possible risk of family therapy, namely that of it becoming 


Psychoanalytic views of the family are compli- 
Ntagonistic, A System cannot exist without trans 


ntrapsychic content is indubitably ordered by - 
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virtue of the intrapsychic expectations, beliefs and psychological structure 
of the individual family members, and by tendencies to the repetition of 
past sequences and patterns of family interactions in the current family 
life. Par excellence, the oedipal triangle represents an internal conflict, an 
interpersonal system and a multi-generational ‘myth’ system. 


TABLE 1. Summary of major presenting problems of 50 cases taken on for 
treatment 


School non-attendance 13 
Psychosomatic 9 
Enuresis 3 
Educationally sub-normal 2 
Assessment for special education 3 
Depressed—unhappy 8 
Referred as psychotic 2 
Antisocial problems at home and outside 10 
Presented as a single ‘patient’ 42 
Presented as a ‘family problem’ 8 


i 


TABLE 2. Summary of outcome 


EE 
At closure considered unchanged 6 


Serious problems remaining but referred 


problem alleviated 9 
Re-referred 5 
Referred for marital treatment 4 


At closure considered improved or 
considerably improved 31 


onI 
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'The general framework of the approach to the understanding am 
therapeutic use of happenings in the family group is complex. l'his ens 
is concerned with the position of the child in the processes. ‘The Soe 
framework whereby we understand the family is built ona "two-dimensiona 
grid’. (The phrase a ‘dual perspective’ may be a better one.) The mi 
dimensions or perspectives are, on the one hand, the historical backgroùn 
which expresses both the life-cycle positions of the family and the inter- 
generational system, and on the other, the current interactional processes 
of the family. These two dimensions are more intimately linked than 
described in most accounts of family dynamics. Knowledge of the pee 
psychic systems of the family members can be used to understand and 
respond to the family interactional system. We try to understand as much 
as we can of the inter-relationship between the here-and-now inter- 
actional system of the family, and the past, dynamically understood, 
interpersonal processes. These processes result in the current family 
members having the particular demands and needs, and the style of 
communicating these, which they demonstrate in their relationship to 
each other. 

Tn an understanding of the family pattern it is necessary, both to draw 
attention to the characteristics of the communication disturbance and to 
understand its origins in terms of the developmental needs and develop- 
mentally changing needs, of the individual family members. In therapy: 
both the form of the communication and an investigation of the traces ot 
the past that the pattern of communication shows, can be elucidated. In 
a real situation, it may be impossible or inappropriate to pursue both 
aspects, the current interactional, and the historical, developmental, of 2 
given family pattern but such links can always be made. The double 
framework that we use in our family therapy is parallel to the double 
framework of the onc-to-one psychoanalytic psychotherapeutic situation. 
That is to say, logous to the situation where an analysis of th 

s it shows in the treatment relationship on the gne 
hand and, 9n the other, in the Work of reconstructing the infantile origin? 
of the neurosis, are both available for explanatory and therapeutic technica 
use. ? 


it is ana 
transference neurosis a 


The historical aspects of a family are only comprehensible by taking i 
multi-generational approach. It is by observing the particular version © 
cultural role demands that every family inherits from the different grand- 
parental lines, that makes comprehensible the full impact of cultura, 
conflicts (Spiegel, 1957). The Patterns of family myths (Ferreira, 1963; 
Byng-Hall, 1973) that dominate certain family attitudes and expectation?» 
act as an often unconscious and potent template imposed on cach family 


| 
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member. Such family patterns nearly always have a date label, for example, 
acting almost as an instruction that an event must occur at a given age for 
a given child allotted a particular position within the family. For example, 
there may be what seems like a pre-determination that a boy child in a 
family must go wrong at the age of sixteen, or that the mother has to bea 
long-suffering martyr. Although general myths and patterns can be 
discerned, the particular role a family member plays can only be under- 
stood by knowing which of their current needs in personal relationships 
makes links with their original childhood pattern of object relationships, 
and that which, in the current family situation, is being imposed on them 
by the pressure of the needs of the other family members. 

Children demonstrate the anomalies, strengths and conflicts of the 
current interactional system, and can also be shown to be repositories of 
the history of the family, including the reflections of events that antedate 
their own birth. For example, a son's psychopathology was linked to his 
being identified by his father with a paternal uncle. This uncle had died 
at the age of seven and the father had been born a year after that death, 
quite clearly as a replacement for the dead sib. The confusion and defen- 
sive manoeuvres that that identification had engendered in father were 
paralleled in the confusions and unusual phantasy life of the son, the 
presenting patient, forty odd years later, himself now aged seven years. 

In all treatments, the setting and the specific provisions that are made to 
enable children to communicate comfortably are important. The setting 
of psychoanalytic situations has been given increasing but as yet too little, 
attention in the literature. Stone (1961, 1967) wrote fairly extensively 
on a rather limited view of the requirements of the psychoanalytic setting 
and the derivatives that sprang from that setting. Winnicott in a number 
1965) also paid some attention to the 
nature of the physical arrangements that enables certain patients to move 
into particular regressive positions that were so essential for part of 
Winnicott’s work. There has been very little discussion of the nature of 
the treatment setting in which psychoanalytic psychotherapy of children 


of communications (e.g. Winnicott, 


| ds carried out. This is notable both in the absence of the description of 


al set-up and the absence of a detailed account of that which is 
conveyed to the child by the whole attitude of the analyst treating children. 
Of course there are discussions of the counter-transference. problems 
g with children, and there are general discussions of the 
Need for permissiveness and provision of limits and so on. What is missing 
from the literature, is a detailed account of how the nature of the setting 
determines the nature of the range of communications that the child can 
Produce. Both the physical and the personal arrangements that the 


the physic 


implicit in workin 
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: : dne i sible to 
therapists make are of considerable importance ipd a Deere all 
begin psychotherapeutic work with the whole fami » hà iine 
patient groups, but we observe that it is even e cd TETE 
working with families in which there are children of a ihe tml in such 
Later, in this paper we describe the way we approach the ioe rye 
a way as to facilitate freedom for the children to cerit cumin 
the same time helping the parents feel quite certain that tm a ea 
undermining of their proper authority. The play and creativ ao vith 
that we provide are essentially derived from psychotherapeutic adii 
children. We advise the provision of a small range of good quality Mie of 
especially chosen for a particular family, than having a large Bed d cadi 
rather worn-out toys that have quite obviously been used over an child 
again. We provide a separate locker for the toys of each family m Mace 
that we see, so that we can convey to them something of the sr all 
significance that we wish to donate to their productions. We find a iara 
dolls’ house, with figures that are appealing to young children and oops f 
ally easily manipulated by them, is a very helpful adjunct. The family 
people in the dolls’ house often provides a useful group upon W i 
the children can project their family knowledge and phantasies. Pi 
families of domestic or zoo animals are needed for slightly older ci 
or for children whose defences against the more direct expression. ge 
family figures can find outlet in families of cows or bears or lions. A sd 
telephone is useful for younger children, as are toy bricks and dolls and 
sets. In addition we provide plasticine, modelling clay and pencils : 3 
often crayons as well. We make it clear that we will be very interested i 
the drawings that the children make and that we are going to keep thes 


as records of the work with us rather than to let them take them away. 
The manner in whi 


family is intended to 
children—that w 


are 


also arents will be judged and found wanting. tact 
initial approach to the children is used also as a means to make con^, 


> ‘ +14 eens 
with their parents and put them at their ease. By asking the childre 
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names and by greeting them individually, by holding the little ones and 
then by showing interest in their verbal and non-verbal contributions, the 
therapist reassures the parents that he is approachable at a childhood 
level; that for him childhood is important and understandable and that 
in the treatment situation immaturely expressed childlike feelings whether 
by the parents or by the children are going to be acceptable. The adult's 
childhood experiences and feelings are resurrected, often painfully in this 
context, where childhood styles of expression are encouraged and needs 
allowed. Occasionally this is demonstrated by the parents' using play 
material, such as modelling with plasticine, for their own communication 
to the therapist. 

'This initial approach to the children might be thought to entail a 
problem for the therapist in that he might be seen to be offering himself as 
a rival parent for the children. In our hour-long meeting with the family 
we hope to be able to demonstrate a lively interest and concern in all that 
goes on, listening, noticing, commenting and participating, tolerating 
the inevitable noise and accepting the expression of angry, sad, as well as 
affectionate, feelings. Obviously for us this is crucial for the development 
of our understanding of the family. In our earlier work we feared that the 
demonstration of this ability might make the parents feel guilty about their 
inability at all times to be as sensitive, tolerant and patient with their 
children. They might see the therapist as setting himself up as the better 
parent, which would, of course, constitute an unbearable threat to the 
parent and militate against successful engagement in treatment. However, 
experience has proved that this rarely seems to occur and there are good 
reasons for this. Firstly, when a suitable opportunity arises, we explore 
with the family what behaviour between parents and children might 
, and we emphasize recognition of the needs for 
limit-setting for the children, for a recognition of the parents’ need for 
private time for themselves on the part of the children and a recognition 
of the children’s need of time with their parents without interruption by 
ation of a value system rightly gives rise to 
Some misgivings as the usual view is that therapists are ‘neutral’. We think 
that ‘neutrality’ is usually an illusion and that honest knowledge of the 
Nature of the values communicated is a more appropriate self-expectation 
than that of being a ‘blank screen’. . : Selen To 

Secondly, we counteract the potential therapist-parent - ry T 
acknowledging parental authority, by our manner and attitude towards 

er to them either as mother and father or 


: / are always to ref 

em. We take care always f 
Mr and Mrs emphasizing their adult role and parental status. We do not 
Mow interruption of speech by the children. Where parental authority 


Normally be expected 


other tasks. This communic 
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is weak we may attempt to enhance it by letting the children know that 
we consider that what their parents say is equally important and. expect 
them also to listen. Paying specific and emphasized attention to children s 
material in preference to adult material, does not make the family believe 
that the therapist is uninterested and unsympathetic to parents. On the 
contrary, adults in a family assume an alliance with family therapists 
which is unshaken by marked attention being paid to the children. Parents 
often appear especially grateful and acknowledged, by the understanding 
shown of their children. 

Having made this first contact with the parents by the approach to the 
children, we continue with our task to work out the family problem by 
attempting to understand the underlying meaning of the children's 
communication both from their play and from what they say. We com- 
municate our understanding of the meaning to the parents and children 
in language which can be understood by everyone, We hope to demonstrate 
to the parents the level at which we intend to attempt to understand 
their problems too, and help them gain insight into their unconscious con- 
flicts. 

We tell the family that we want everything that is said to be understood 
and that the children must ask, and we stop the sessions sometimes, tO 
make sure that this is happening. , 

Alongside of this, we use the children's material to make contact with 
the children themselves. By making every effort to understand the children’s 
communications and by demonstrating an interest in their material, an 
attempting to clarify its meaning, a situation is created in which the children 
produce even more significant material. But we must also say that the 
io c d communs are not just incidentally significant or acne 
fs mado dice ae nai po of the family. We think that un to dis 
takensetiousl d Ww üt the children are saying and doing Is going * ù 

ously, then what they say or do may not necessarily be significan i 
: establish with the parents that the toys E 
action to keep the children quiet, but are deliberate y 
r understanding them. . ; 
gen ia E hich dide and eithond ngs 4e 
are meaningful and nire * piy that the children 3 eee the 
parents and produces initi ls ve ake s often n ouf 
finding that the scepte oo CPticism if not frank disbelief. But it "e 
Ptlcism is usual] haken by the demonstratio 
y soon shaken 

of the accuracy and Perceptiveness and he children ? 
demonstrated knowledge. It į ee ea a ;orkin£ 
mihman wk ok as important to recognize that we are W me 

55 5nown about and understood at different leve 
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consciousness by individual family members. What the small child may 

j demonstrate in his play may for him be deeply unconscious whilst being 
at a preconscious level for one parent and wholly conscious for the other. 
In the same way interventions making use of the meaning of the content 
of the drawings, plasticine models or dolls’ house play make it possible 
for each family member to understand it at whatever level is possible for 
him at that time. The ability to accept and make use of the interpretation 
or other intervention will be affected amongst other things by the level of 
the emotional development of the individual and his maturity and also by 
the strength of the individual’s resistance. 

What is clear however, is that children’s material presented, interpreted 
and uscd in interventions in this way is extraordinarily forceful. It is very 
much more difficult for family members to maintain their customary 
styles of resistance in the face of the concrete manifestations of their 
conflicts. The type of knowledge expressed by the child and the ways in 
which he does so may take several forms. By means of a picture of the 
family members a child may provide, through us, the crucial dynamic 
lead to their family pathology around which the rest of the treatment may 
pivot. The child may express things which the parents thought were 
quite secret, for example, knowledge of parental illness or which the 
parent had forgotten or thought unimportant but which proves to be 
crucial in understanding the family. These are often picces of historical 

data such as a family member having been in prison or of a child dying or 

of having been adopted. Further, the therapist by interpreting play or 
drawing may reveal information which the parents recognize as accurate 
and significant both for the family and themselves which they also recog- 
nize they may have previously denied or distorted. HH 

Although we emphasize the content of the material as significant for 
our understanding of the problems of the family, it must be emphasized 
that the information we derive from the form, the manner of the children's 
play and their approach to the toys is important. Bodily posture is as 
| important an indication of affect in children as in adults. Children who sit 
Stifly on their chairs without removing their coats throughout the session 
demonstrate the authority structure of the family and make us question 
are afraid to behave as most children do in such a 

nce of depression in children is suggested in those who 
“te unable to play and perhaps this may also reveal what d po = 
told by their parents to expect when coming up to the hospita ‘ x pa 
tY to detect what their fears are about revealing themsely um hs i y t € 
. JY and speak of their concern that they may have to stay in the or 
| that we will see them as naughty children to be punished. Children who 


Why it is that they 
Situation, The prese 
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rush into the room and throw themselves on to the toys in an over- 
excited eager and greedy way and are unable to settle to play with any one 
toy, with persistence or concentration and who cannot share with their 
siblings, also often throw themselves upon us as therapis sin demand for 
attention and care. These children are often demonstrating to us their 
deprivation of love and of material things and of the lack of consistency -T 
the approach of adults to them in the past. We note the case ra 
parents are able to assist their children in their play, and with which t he 
children approach them with the expectation that their childish offerings 
will be accepted readily and understood by the parents. ‘This situation can 
also reveal that a parent is critical and harsh about the child's work, We 
can get a feel of the parents’ standards and expectations of the child’s 
behaviour and also of what the child expects to receive in the way of response 
from his parents. These matters are more likely to be casily encompassed 
by the therapist coming from working with children. Difficulty in under- 
standing the symbolic content of any communication, limits ability to work 
with children’s play and creative products. ' 
The disturbance demonstrated in the manner of the child's play or 1m 
the absence of play may be relieved by an interpretation to the child of 
our understanding of the reasons for the difficulty in play. For example, 
we may talk with the child individually about the sad feelings or about the 
anxieties which are present. The open acknowledgment of the depression 
or anxiety appears often to facilitate a speedy recovery in terms of im- 
mediate symptom relief in the treatment situation. This is important also 


because it permits the work to continue which might otherwise be dis- 
rupted. 


When we have introduced 


: ildren and 
ourselves and our setting to the children a? 
the parents, we usuall 


} e y spend the first part of our contact with the family 

discussing the “presenting problem’. We spend as much time as neede 

Vo show: the familly that we are taking the maniiest disturbance of We à 
called patent, seriously, and also for a long enough time for us to begi? 
get an initial understanding of the way the family works around and : 
response to the presenting problem. When that has been established 4° 
shared in some way with the family, we seek a way to introduce t 


historical aspects of the family into the meeting. Sometimes the fam" 
themselves will begin to mention other people in their life outside of th 
family home, or else there is some reference to the sharing of the present!” 
problem with some member of the wider family. Whatever happe?® e 
will usually in the first and if not, certainly in the second session, draw i 
a family tree ('geneogram") with the family. We always invite the childr? 
as a group to help us in this and write down what we are told in 


oS == 


Da at 


n 
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actual diagram. The children are usually very pleased to participate in 
this activity and surprise the parents by their knowledge and interest, and 
at times by their ignorance. In most families the drawing of the family 
tree is a time of closeness and pleasure; a relief from the blame that is so 
often associated with the ‘symptoms’ and a demonstration of the commit- 
ment of the family members to cach other and the interest in each others’ lives. 
Having got an account of the constituent members of the family, we 
try to get a picture of how the family life and experiences of the parents 
might be linked to the timing and nature of the presenting problem. 
Ideally, the process of meeting the whole family, of engaging the children 
actively in the family session and the drawing up of the history of the 
family, will enable us to make a first formulation, with the family, of the 
nature of the presenting situation within the structure of the family. This 
first formulation is shared with the family both in the form of an inter- 
pretation, i.e. by announcing our provisional understanding, but also by 
putting the interpretation in the form of its implication for action. This 
can best be done by setting the family tasks which both test the structural 
aspects of the formulation but also push the family into beginning to 
change themselves to overcome the presenting problems. We hope also in 
this first meeting with the family that we have carried them with us as to 
the strategy of the treatment. That is to say that they have experienced 
the session as productive and helpful and have seen the therapist as both 
concerned with their predicaments and as an agent of their wishes to 
change and overcome their distress. —— 
Having established a situation in which all the members of the family 
are able to communicate, the therapist is then able to approach them as a 
group with something of a symmetry of the approach of the therapist 
to an adult group. What we at all times seek to avoid is a situation in 
which the therapist is talking to adults in the presence of children. As we 
have said, what is often described as family therapy 1s m fact a form of 
marital therapy whieh vs values Place we Sec presen of eX. Wy tact 
it is not unusual to hear people who practise family therapy say that they 
move more and more to doing marital therapy out of the presence po 
children and some family therapists state that this is a mon p» o 
treatment. It is clear that we do not take this view althoug iie ap- 
preciate that from time to time it is the right outcome of family t "x 
Hsuaty we believe that this move to marital therapy bay le do — 
tendency of adult therapists to be more comfortable in a m iip 
they are in verbal communication with adults. À demonstrate quede x 
for verbal material will almost inevitably result in a failure to "s m 
Ment of the children in treatment. The use of questioning which 1$ 8 
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; failure. As in 
often the adult approach to the child a ^" 
ndidit therapy to i, Child we m CT dates material and 
= ^ ied Lopes, cec dedii en it, confirm it x wd 
oe ition verbis i hy inae of the next piece of play material oai 
a. exis to maintain the children's interest m - yo of what 
situation we have to make it clear that we RE a at we liens have 
they are doing even if we are talking to their parents, ^ c» ws used E 
time to look at their pictures and make sure utn e ape 
comprehensible where at all possible to all the fami y mp i f mele 
the activity of the therapist Ls Pw i ae mb them as full 
directed at making contact with the children a psqnmals tact with 

-ffective participants in the group. At the same time gaze con sar is 
wae eo e knowledge of the parents’ ee se 
begins the process of making a direct alliance with ied eai Lee 
affects may be taken up quickly, and a first session shou ni a mage mdi 
space for the parents to hold the floor, and talk of their pressing 
and fears. . be Ae 

We must make it clear that quite a large part of our HaT Ji 
proach to the family group, entails work which is essentially to do w eru 
marital dyad. We obviously aim to maintain the rights of the on he 
couple to their special relationship and of course at the pme ce ini 
right of children to form themselves as a relatively symmetrica PH 
sub-system within the family. In fact we often need to work to rant? 
the roles of the parental couple in relation to their children and to i is che 
children as children and not as parents to their parents which is ofte “awit 
case in families where roles have been skewed (Lidz, 1963). At the ati 
time, we are emphasizing that we try to avoid over-concentrating gem A 
one person or any one dyad within the family system. We aim to achic nit. 
situation where there is less excessive criticism of the nominated pans i 
Thus, while we recognize the concern to which particular STGB oh 
one member may give rise, particularly in the parents, we try to eee n to 
a mutual responsibility in the family for the problem and to help Ks 
cease using one member as the family scapegoat. We attempt to nus s 
an active warm Supportive contact with all the members of the family 
as much of the process of treatment as possible. jn 

We often find that preschoo] children and toddlers are able to den ath 
strate the high tension Occurring in the treatment situation ia de 
important topic is under discussion in various ways. The child may va 
the family circle to play in a corner. He may ask to go to the toilet We. 
is quite clear that he has recently been and does not need to go, or he n? 


. demands of the 
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disrupt the discussion by means of loud and noisy play, for example, 
knocking down an elaborate construction at what seems to be a crucial 
moment in the discussion, or ringing loudly on a toy telephone. The child 
indicates that we have arrived at a topic which the family finds particularly 
difficult to discuss by his play with the telephone which he will use 
perhaps to contact a missing member or to ring up the therapist or a 
parent. On the other hand, children will often indicate their under- 
standing that the topic under discussion, for example a marital problem, 
has less to do with them and will play quietly without distracting the 
discussion. When they do this we need to be particularly alert and give a 
‘third car’ to what is going on in their play which so often parallels the 
discussion of the adults and may provide important clues to the signific- 
ance of the material. Babies can also provide us with significant material. 
Moreover, a mother fecls neglected if her baby is ignored, and feels 
accepted and comfortable if the baby is acknowledged, welcomed and is a 
source of pleasure to the therapist. In one example, whilst a mother was 
talking of fears of not being feminine, her baby son began to pull at the 
zip-front of her dress in order to breast feed. From this we learnt that her 
ability to feel a woman was related very particularly to her ability to be a 
feeding mother. Later we established that she believed that once past the 
child-bearing age and no longer able to have children, she would be 
unable to feel herself a woman any longer. In another family, where the 
mother was incapacitated by her depression and unable to carry out the 
mothering role in any consistent way, her elder son aged 
fourteen was at the same time proud but resentful of the responsibility for 
his younger brothers and sisters, which his parents gave him. This was very 
clearly demonstrated in the session by the way in which all the children, 
but particularly the elder son were expected to look after the baby, prevent 
him from getting hold of plasticine and crayons, and putting them in his 


mouth, holding him when he cried, putting him back in the pram when it 


was necessary etc. The mother rarely participated even when it might 
have been expected of her so to do. In another case, where two toddlers 


"were being looked after by their grandparents following the murder of 


frequent discussions about the 


their mother by their father, there were 
arning that men were not 


difficulties of the children knowing that and le 
necessarily dangerous. The grandparents were concerned about these 


children’s rejection of the grandfather, particularly at night, whith qus 
When the murder took place. Whilst this was being discussed the bay toph 
the dolls’ house steps and turned it into an alligator which he nares a 
is grandfather. He thus confirmed to us and to tr an eat nS -— er- 
‘tanding and experience of painful angry rejecting feelings towards men. 
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We move now to examples where children have been able to give re 
insight into the feelings of other members of the family. A C addc 
locked the mother doll in the cupboard of the dolls’ house. When 
interpretation was made that he was saying that his mother often v H E 
doing that, this chronically depressed and masochistic woman was a a is 
join in to confirm that those were indeed her feelings. ‘The m à 
children through their play with the dolls’ house were able safely to let us 
know of the sadistic acts of the father towards them, how he locked them 
out of the house and beat them, and how they sometimes felt very angry 
with him and wished to throw him out of the house. This brings us to the 
concern of many therapists for the safety of the children and indeed te 
marital couple when seemingly frightening dangerous happenings have 
been openly expressed in the treatment situation. There are many who 
fear that the public exposure will lead to further disruption of the family 
and perhaps to terrible recriminations and rows when they return home. 
The more indirect revelation of dangerous material through play allows 
it to be handled safely once we have successfully created a holding en- 


vironment in which the family feel that we are able to contain their violent 
emotions. 


Many workers in child psychiatry are perturbed by the unpleasant, 
painful and often rejecting feelings and wishes, that are reported as 
occurring in family therapy sessions. There is a widespread belief that such 
things should not be said by parents, in front of the children. It is our 
observation that however bad scenes that occur in family therapy are, it 
Seems that much worse is likely to occur away from the clinic and clinic 
workers, in the family home. We do not believe that we often have ihe 
power to make things worse, only that occasionally by our understanding 
of what goes on we can set them on a path towards improved relationships 

Sometimes the children are able to present us with the key to the family 
pathology in their material, A picture of the family drawn in the first 
session by a six-year-old is a good example of this. We were exploring 
how it was that his nine-year-old sister had come to take an overdose 
whilst he was drawing a Picture, at our request, of the family members- 


The picture told us about the fact that his father had until recently bee? 
outside the family b 


ut was now coming back into it and that the father an 
the daughter had a 


: special relationship. It told us of Andrew's wish t° 
grow up quickly and m 


take the place of his old 


ng tO 
£6 and that was how she saw herself as needing t 


run the family and look after the children and being intensely concerne 
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about her role as a dominating frustrating woman. Whilst this was going 
on his father built a plasticine wall expressing his wish for the re- 
establishment of the family’s safety. In this family the parents were 
shaken by the insight provided by their young son’s drawing, but 
they became forced to look at themselves afresh and in a different light 
from that which they had done before. Another child, a seven-year-old, 
let us know with her picture of Humpty Dumpty, in the first session, that 
her worries were so bad that she feared that she would fall apart and that 
part of it was the anxiety that nobody would be able to help just like the 
King’s soldiers couldn’t put Humpty together again. Her drawing led us 
into a consideration in the session of what the family fears were and we 
learnt that the whole family feared the outside world which seemed danger- 
ous and uncaring both to the parents and to several of the children. It also 
led into the verbal explanation by the other children of the sources of the 
little girl's fears. They told us that some acquaintances of theirs had been 
dumped at Victoria Station by their mother. The parents had been 
unaware of their children’s knowledge of this happening, had hoped that 
they did not know and had been unable to reassure their children that this 
would not happen to them however naughty they were. So far we have 
given examples of non-verbal statements. Children are often able un- 
selfconsciously to state the problem verbally. In a family where we were 
saying tentatively that we still had not been able to understand why the 
children seemed unable to leave their mother but that we knew that in 
some way it would be dangerous for them to do so, Danny said: ‘When me 
and Johnny and Debby are naughty, Mum says she will go away and 
leave us’. This led to a smiling acknowledgment by the mother that she 
did indeed say this but that she did not mean it. She was saying that it 
need not be taken seriously. At the same time she also told us that when 
they had lived in a town outside London, several mothers whom they 
knew had gone to London and had not returned. This was presented ina 
very factual way as if to say that it could happen but at the same time her 
threat should not be taken seriously. This led us to confront her with the 
confusion and fear which this must cause in her children, but at the same 
time to recognize that there were times when she did feel that she could 
no longer cope because of her depressive feelings and that she wished to 


go away and hide. 


At the other en 
returning home for the pu 


d of the age-scale of childhood, grown-up offspring, 
rposes of family therapy can often make ex- 
tremely potent therapeutic allies. From the safety of their adult status, 
often with the authority and experience of the family they themselves have 
created, they are able to make useful contributions concerning what is 
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going on in their family. They also let us know what the id e e 
like in the past and how it was to be a child in that ——À corte 
important historical data. They can sometimes more safely See a c 
statements than the other members of the family. In a family es iem 
where the youngest thirteen-year-old boy has been refusing to B id ipee 
for over a year, the oldest girl, now married with two children o ae : e 
returned to the family interviews which took place in the home i. wel 
know that all the family members had had difficulties of one sort s eee 
in going to school and that she herself had been sent to an Vini - D 
for truancy. She too was able to let us know more clearly abou ioe 
father’s illness and the effect that had had on the family. She was ab € 2 
give us information that had not been forthcoming from her parens v 
such a way that they were unable to deny it but could usefully make use 
the material in the treatment session. " T 
In this paper we have been principally stressing the ability of children 
to participate as full members of a family therapy group and our emphasis 
has been upon the understanding of the importance and meaning of the 
communications of children of all ages. Children can be offered inter- 
pretations and that putting such therapeutic communications in a form 
that is comprehensible by all the people of the family, whatever their ages, 
must be a skill available to family therapists. At the same time it is possible 
to involve the children in more active, i.e. less reflective, interpretative 
interventions, in, for example, drawing up a family tree or in the setting 
of family tasks to be carried out between sessions. Quite clearly children 
can be expected to take part fully in other active techniques, such ps 
family sculpting, in role playing past or present family events or extracts 


from the lives of the parents, or in inviting them to watch play-back of 
family video-tape recordings. 
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A combined therapeutic approach in a family 
setting 


Ruth Levere and Marilyn Kirk* 


ln. di d 


Combined treatment approaches, co-therapy and family work are 
three concepts which are under much discussion in psychiatry. This 
paper describes the systematic use of an integrated treatment approach 
used by co-therapists working with families in which a child was the 
referred patient. The rationale behind this approach together with its 
advantages and disadvantages are discussed. The authors conclude 
that the approach is sufficiently promising to merit formal evaluation. 


| 

n" fact that few methodologically sound treatment studies in psychiatry 
have been reported and that those reported have produced inconclusive 
results (e.g. Sloane et al. 1975) has not stemmed the flow of papers 
claiming the superior effectiveness of one or other forms of therapy. 
_ Clinical experience, however, leads to the belief that no one form of 

i treatment is the most effective for all cases and, in practice, many 
Won techniques may be incorporated in a treatment plan. To our 


dii 
knowledge the implications, both positive and negative, of such a 


combined approach have not been formally described nor has its efficacy 
iluated. This paper describes the attempt of two co-therapists to 


been eva à of 
integrate specific therapeutic techniques, not traditionally used together, 


in their work with families. 
The treatment concepts used are those of behaviour therapy, casework 


wand family therapy, none of them new but their combination in the way 
to be described is quite novel. Rutter and Sussenwein (1971) reported the 
‘use of a behavioural approach and casework in the treatment of pre-school 
child and the parents were seen separately 
| d to be familiar with a wider range of 
| heir professional discipline would imply. In our cases 
| one experienced in behavioural techniques (psycho- 
! 
| 


children, but in all cases the 


l " 
< although the therapists were expecte 


techniques than t 
the two therapists, 
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logist) and the other in a casework and family approach (social worker), met 
simultaneously with the referred child and his parents. lhus all the 
treatment approaches were used in the one session, involving parents and 
child, and it is this that distinguishes the approach from others. In this 
respect it is in accord with Haley's (1962) view, that family therapy is a 
clinical orientation rather than a therapeutic modality. 


Criterion for acceptance 


The criterion for acceptance for the combined treatment approach was 
that our formulation after the initial assessment placed equal weight on 
both learning and interpersonal factors in the actiology and maintenance 
of the problem behaviours. Our experience thus far is mainly with families 
of pre-school children and one family of an adolescent girl, but we have 
no reason to believe this approach could not be more widely applied. : 

The criterion for acceptance is quite broad at this stage, and perhaps 1t 
can be illuminated by mentioning briefly a number of cases which did not 
meet it. John was an eleven-year-old boy with a handicapping fear of 
dogs. His family, however, was well-functioning and did not seem to 
have contributed significantly to either the actiology or the maintenance of 
his symptom. Consequently, this was a case where a pure behavioural 
approach, systematic desensitization, was felt to be appropriate and proved 
to be effective. In contrast, Simon was a four-year-old boy with behaviour 
problems which, although possibly amenable to a behavioural approach, 
seemed primarily associated with the poor parent-child and marital relation- 
ships in the family and thus these were the focus of treatment using case- 
work techniques. A behavioural approach was introduced during treatment 
to tackle a number of specific behaviour problems and for this purpose the 
Social worker, who was regularly seeing the mother, used the psychologist 
for consultation, 


Why co-therapy? 

re pma has always been an important technique in family therapy 
( alrond-Skinner, 1976) and many of the reasons for its use in this 
context apply equally to o 


€ therapists than of the family, and, when 
HEN ifficult prob i ine haring 
the responsibility does ind wt problem, the security gained by s 


: : eed seem to increase the usefulness of the 
therapists to the patients, A Second reason for using two therapists is that 


Combined therapeutic approach 273 


they will hopefully model a relationship in which problems can be shared 
and disagreements can be resolved openly and amicably. The presence of 

vö therapists in treatment sessions usually results in more detailed 
observations of the family and the way in which family members respond 
to one another and to the therapists. It is also helpful to have present a 
colleague who can immediately clarify, support and reinforce one’s own 
comments. 


Why the combined approach? 


The above general reasons for practising co-therapy are, of course, only 
applicable to a team where the co-therapists have respect for the way in 
which their partner assesses and deals with a problem. This then leads to 
the main reason why we chose not just to practise co-therapy but to marry 
two theoretical orientations to the treatment of problems encountered in 
child psychiatry. Although as a clinical psychologist and a psychiatric 
social worker we had quite different training experiences to which we feel 
positive, our experience in child psychiatry had led us to the view that 
neither of our approaches, behaviour therapy nor casework, singly, is the 
most appropriate form of treatment for all problems. In addition a unifying 
concept was a belief that children’s problems should be viewed within a 
family context since, ‘the symptom of any family member ... is seen as a 
comment on a dysfunctional family system! (Satir, 1975). We also share 
a certain scepticism for what we regard as a hard line and blinkered 
psychoanalytical approach and lean toward a more reality based model. 
We do however, acknowledge the influence of the past on the present and 
other theoretical formulations on which casework techniques draw. These 
shared views, together with an increasing awareness of the value of working 
with the whole family, led us to try to combine these separate orientations 
into a unified family approach. 

In addition to the background philosophy, we share many views about 
the practical aspects of treatment of childhood emotional problems. 
First, we are both very concerned that therapy should be Structured as 
far as possible in terms of formulating the problem and setting definite 
aims. This is nothing unusual for a behaviour therapist but has often been 
underemphasized in traditional social work training. Second, we are 
both satisfied with partial goals and feel that Symptom removal is an 
important if not the sole aim of treatment. For instance, the case of Adam, 
an eighteen-month-old boy who was referred because of his asthma and 
frequent periods of screaming which had resulted in many hospital 
admissions and a concern that the child was ‘at risk’. Behavioural work 
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was aimed at helping Adam's mother (Mrs A) notice the reer cl 
ceded Adam's screaming in order to distract him when Loe D í : a : 
with management of the screaming episodes when they iin occu "x à 
work was aimed at helping Mrs A. see the part her own "c » an 
anxieties played in Adam’s behaviour. Together these «cie vend nl 
duced good results in terms of very much reduced frequency a à wees 
and no further hospital admissions. However, one problem p ipium 
emerged during treatment was a severe marital difficulty .Mrs By " nea 
did not want this to be a focus of work, a view which we respecte e: a 
still feeling that there were many other problems in this family with whic \ 
we could work quite usefully. . ] pe 
Related to the view that limited aims are a worthwhile goal of ther apy 
is our personal preference for relatively short-term treatment contracts; 
that is, months rather than years. The value of this can be seen from many 
view points; the patient’s, the therapist’s and the institution’s. From the 
patients’ point of view a short-term contract with well-defined aims pro^ 
vides a structure in which families may be more willing to make a commit- 
ment, knowing what is required of them and for how long. From the / 
therapist's stand, short-term treatments tend to maintain enthusiasm and 
interest in a case better than treatments which drag on and on with no end 
in view. Finally, from the institution's point of view, short-term treatment 
is a more economical use of professional resources and means that a greater 
proportion of cases can be given therapy than would be the case if longer 
term treatment were the norm. f 
Another and very important aspect of work with children and families 
on which we have similar views and which made our combined approach ] 
viable is that we are both prepared to be directive and give specific advice 
in sessions. Our training and experience has given us a certain amount of 
knowledge about ways of handling some of the problems seen in a ch!* 
psychiatric setting. To withhold this when parents ask for advice would 
not seem a helpful use of our skills. Giving specific management advice 
is a normal part of a behaviour therapist’s work, but only one tool of case 
work. It is often regarded as a peripheral one, at that, and one which may n 
impede a patient's growth in self-awareness or search for his own solution? , 


(Hollis, 1964; Perlman, 1968). 


The above discussion of shared philosophy about ways of working with 
child psychiatric problems should not imply that there have bee? je 
occasions on which we have disagreed about cases. Disagreements pav” 
certainly occurred but we have felt able to present different points of YI^" 
within a session and outside. We have made compromises and/or allowe® f 
each other to take a more dominant role in a session as seemed more [ 
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appropriate. Neither of us has ever felt that the other has done something 
completely inappropriate or spoilt what the other was trying to do. This 
is obviously a very important element in why we felt our combined treat- 
ment approach was uscful. Whether it can be seen as being due primarily 
to the shared ideas about therapy or whether the most important feature 
was a personality ‘fit’ and equality of age and status, it is difficult to say. 
Intuitively one can only conclude that both are essential. 


Case illustration 


To illustrate the variety of techniques employed in such an approach, one 
case is described in detail. 


The patient and family 


Charles was a bright three-year-old (I.Q. = 140+) when he was referred 
by his parents through his General Practitioner for severe temper tantrums 
which they described as 'brainstorms'. In addition to having temper 
tantrums, which had been occurring for the last two years, he was also 
aggressive with both children and adults, and had a sleeping problem. 
Charles was the elder of two children, his younger sister Fiona being a 
placid baby of ten months. The parents were an attractive couple, both of 
Italian origin and were very close to maternal grandmother (MGM) who 
lived in the next door house. 


Salient features 


(1) The parents felt that Charles’ behaviour was beyond their control. 

(2) Father's own intolerance of frustration was a model for Charles. 

(3) The parents were unable to treat Charles in an age-appropriate way. 

(4) Both parents perceived their families of origin in terms of ficriness 
and volatile behaviour (‘madness’), as compared with placidity and 
calmness (‘sanity’). 

(5) Unclear generational boundaries existed, both in the nuclear family 
and in relation to maternal grandmother. 

(6) Charles appeared to the therapists as a generally anxious child as 
reflected in his sleeping problems and Separation anxiety. 


Techniques 


The family were seen weekly over a six month period. Initially the whole 
family was seen with maternal grandmother included on two occasions 
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Latterly the parents were seen alone. Follow-up took place at six months 
and one year after the termination of treatment. 


(1) Behavioural management of temper tantrums, that is to say, ignoring 

the episodes of screaming, crying and throwing that occurred when 
Charles was frustrated and rewarding with attention periods for appro" 
priate behaviour, together with the use of a star chart for good 
behaviour. 


(2) General principles of behaviour modification with the aim of influencing 
all aspects of child management in the family, e.g. helping father 


modify his behaviour to provide an appropriate model without basic 
personality change. 


(3) Developmental assessment leading to discussions focused on appro 
priate management of Charles and appropriate parental expectations: 


(4) Discussion around defining generational boundaries with particular 
relevance to reassertion of parental control. This led to a change 1” 
parents' perception and in turn to a change in focus from tantrum 

, 


behaviour to Charles' generalized anxieties and inappropriate ‘power 
within the family. 


(5) Geneogram drawn up with the parents and used diagnostically and 
therapeutically to facilitate discussion of both 


parents’ fear of hereditary 
madness. 


M the techniques mentioned in points (1) and (2) derived from 
EE background of training and experience of the psychologist while point 
(4) and (5) derived from the experiences of the social worker in fam 

work, in practice, both therapists were involved in all aspects of the treat" 


ment to a greater or lesser extent. In fact, one set of techniques Were see 
to facilitate the other ; for example, a discussion on delineati the parental 
boundaries led by the social worker enabled the couple to aF out more 
easily the behavioural tests specified by the e ist ~ 2 der ways 
the techniques were seen to complement one Deere — for examp e; 
two pictorial devices as dissimilar in theoretical back; sau as star charts 
and geneograms were used to highlight the current rm at afines within 
the family in an attempt to change it. It is unlikely that two therapists from 
such diverse backgrounds as ours would have been able to use this range 
of techniques though hopefully the experience of is doing woul enlarge 
each individual’s repertoire of therapeutic skills ] " 
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Outcome 


General behaviour problems including tantrums rapidly diminished. The 
problems of sleep and anxiety both improved by termination of treatment. 
At the six-month follow-up Charles had started school and had settled well. 
The referred problems had virtually disappeared and there was no evidence 
of symptom substitution. The parents took a more sensitive and mature 
role with regard to Charles and Fiona, and in their relationship with 
maternal grandmother. They were less anxious and more open about 
feelings and problems and generally more confident and effective as parents. 


Advantages of the combined behavioural casework approach 


Some of the advantages of the combined approach have already been 
mentioned in the discussion of the philosophy underlying the treatment 
and are related to the characteristic of being relatively short-term. In 
addition to this there is a practical advantage for the family arising out of 
the co-therapy dimension in that it allows for continuity of treatment at 
times when one of the therapists is not available due to illness, holidays, 
etc. Both of the aforementioned advantages, however, are related to features 
of the combined approach that are found in other forms of therapy; the 
relatively short-term feature for instance is also found in brief therapy 
(Malan, 1963) and the co-therapy aspect occurs in much family work. 
The main specific advantage of the combined treatment approach 
focusing on problems at both the behavioural and feeling levels is that it 
is less threatening for the family because it accepts the problem in the 
way that they present it while simultaneously trying to place it in the context 
of other relevant factors which are not overtly associated. Most parents 
coming for help with a child who has emotional problems, present their 
child as having a problem which is defined in vague behavioural terms, 
e.g. John won't sleep, wets the bed, and is aggressive. If the therapists 
appear to ignore the presenting problem in order to focus on what they 
sec as the underlying conflict, for instance rejection or guilt, the parents often 
experience feelings of anger, anxiety and not being understood or helped 
and this can lead to treatment drop-outs. If, on the other hand, the thera- 
pists try to analyse the problem at a behavioural level and give direct advice 
on its management the parents are more likely to feel immediately that 
help is being offered and that they understand what is going on, thereby 
lessening their anxiety even if they do not agree or accept the therapist’s 
words. In conjunction with a direct and less anxiety-provoking approach 
to the presenting problem other areas such as feelings and relationships, 
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can be explored and their possible links with the RR probem hin a 
pointed out and discussed. Improvements 1n onc arca y um , iode 
changes elsewhere, as Weathers and Liberman (1978) pan e z iste d 
in the individual reflects a change in the family and the w ay may »" 7 iae 
negotiating further contracts of work. Thus the combined appr te 
respect for the parents’ need for advice regarding a prob - i ene 
acknowledged culture which maintains that problems need to be exp 
and solved at several levels. . p 
Although the main purpose of any attempt to devise a ae s 
approach is to provide something that is more effective and ne p A om 
the point of view of the recipient it is also important that it s oan ; iw 
some advantages for the therapists. The efficacy and helpfulness © 


combined approach for the families is not only unevaluated but eee 
are only of a second-hand nature, that is the therapist's perception of is s 
the families viewed the treatment. The advantages for the therapists are 
also formally unevaluated but at least the impressions are first hand. 

The most obvious advantage for the therapists is the support that 15 
engendered when one is able to share views about a case with another 
person who knows the case intimately. We have dealt with some complex 
family problems which seemed to demand help on many different fronts: 
Either one of us seeing the family alone would have felt that we were not 
offering the total treatment approach that was needed. For instance, in the 
case of Adam, mentioned earlier, where alongside tackling the problem 
at a management level it was essential to try to deal with mother’s feeling? 
that she could hurt her child. 

A second advantage of the combined approach was that because we 
planned our many-sided treatment strategy we were never in the position 
of feeling that a colleague with different skills had to be introduced un 
a case. It is certainly not an acknowledgement of failure to feel that 2 cas 
needs to be examined by someone with different skills but nevertheles 
the combined treatment gives the therapists a degree of autonomy W € 
would be lost in the former situation. The autonomy inherent in m^ 


broad-based treatment approach makes an important contribution to JO 
satisfaction. 


The third and probably the most important gain for the therapist? d 
the two-way learning which is inherent in the co-therapy combine : 
approach. There is no question that the experience of working with t 
one using a different approach added a new dimension to each of us! 
our work, which we were then able to generalize to cases which we treat al 
singly. Equally it is clear that this has not resulted in us having in ar 
treatment approaches that are indistinguishable from one another. 
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have retained differences but gained many new skills which in our opinion 
have given us the possibility of being more effective therapists to a greater 
number of children and families. 

Graham (1974) has already put forward the view that a combined 
approach to child psychotherapy can be meaningful to therapists, patient 
and parents and suggested that the combined psychotherapy should be 
practised by specially trained clinical psychologists. In the long-term this 
is no doubt the most reasonable approach but in the short-term the same 
effects may be gained by two therapists practising together their different 
skills for the benefit of the family. It is possible that with sufficient 
experience as a co-therapist in the combined team, the individual therapists 
will be trained to a level where they can practise the combined approach 
singly without having to undertake a more formal training as new entrants 
into the profession will have to do. 

It would be a most unusual innovation that produced no disadvantages. 
In fact we see no disadvantages in principle of the combined approach for 
the families although there are disadvantages which relate to co-therapy 
in general, e.g. a father as the only male in a family of four people being 
treated by two female therapists might feel deprived of male support. 
However, there are a number of disadvantages for the therapist, notably 
the time and consequent financial resources being expended on one case 
is twice that given when a single therapist is working. The cost-effectiveness 
of the combined approach has not been fully assessed and would only be 
assessed in the context of an evaluative study of the approach. It is never- 
theless, our feeling that although expensive in time and money, it may lead 
to more lasting changes produced in a relatively short time. A second 
criticism that may be levelled at the combined approach is that ‘it is 
eclecticism gone mad’—that one can learn so much from each other that 
one loses one’s own well-used skills and gains a combined rag-bag of skills 
in exchange. Although theoretically this may be a danger our experience 
is that it is possible to work together without becoming indistinguishable 
either in personality or professional identity. 


Conclusions 


All the cases treated cannot be discussed in detail but the reasons for trying 
the combined approach have been discussed fully. The efficacy of this 
approach cannot be assessed on the basis of our few cases. However, we 
feel that we have managed to integrate traditionally conflicting clinical 
orientations thereby providing a more comprehensive service for families, 
Furthermore if we have helped towards creating a climate in which the 
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combined approach could be evaluated in relation to the more traditional 
approaches then the whole of child psychiatry will gain. Intuitively it seems 
that the combined model is the most useful, whether this is proved correct 
or not, its evaluation will mean that Child Psychiatry has come a step 
further in its claim for scientific respectability. 
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A system for recording family sessions 
Peter Reder* 


A diagrammatic technique for recording family sessions is presented. 
The Interaction Chronogram is a visual display system originally 
devised for use in group psychotherapy by Cox, but can be modified 
for work with families. The system permits a family session to be 
summarized diagrammatically and aids review of a family’s treatment. 
A ‘diagnostic’ and treatment session with one family is presented to 
illustrate the system’s use. 


This paper presents a diagrammatic method of recording family diagnostic 
and therapy sessions modified from a system originally devised for work 
with groups. No claim is made to uniqueness or originality and, indeed, 
some family therapists may already use an equivalent recording technique. 
For example, Ackerman (1958), Minuchin (1974), Cormack (1975), and 
Skynner (1976) utilize diagrams to illustrate aspects of family structure 
and dynamics, and Walrond-Skinner (1976) presents an example from 
her own practice of the system discussed in this paper. 

The recording system described here is modified from the Group 
Therapy Interaction Chronogram devised by Cox (1973, 1974, 1978), 
being at the same time a summary of what was said during successive 
time phases of a session, a chart of interaction between participants and a 
dynamic visual display system of events, actions, sub-groupings, etc. The 
Interaction Chronogram, as used in group therapy, is a cyclostyled chart 
in which each member is depicted by a circle divided into three segments 
to represent that member’s participation in the opening, middle and 
closing phases of the session. Each circle is divided clockwise, the opening 
phase occupying 12 o'clock to 3 o'clock, etc. (see Figure 1). A chart is 
completed by the therapists at the end of each session by first writing in 
each person's major contributions during respective time phases of the 
group and then drawing in the significant relationships between members 
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during the session, using arrows annotated (where relevant) with a +, = 
or + to represent positive, negative or ambivalent affective MET b 
the relationship. Each person's ‘circle’ will then have recorded in it " 
summary of important themes spoken by him during the session; a 

drawn around it a diagrammatic summary of his relationships to e: rs d 
group members. The therapists’ interpretive role is represente t Dy < 
dotted line into the centre of the group, annotated with a 7, as in Figures 
2 and 3. Once completed, the Interaction Chronogram permits E 
elements of the group session to be seen, including attendance an 

punctuality, seating positions, pairings, scapegoating, isolated with- 
drawal, and aspects of the therapists’ feelings to cach other and to group 
members. For example, the ‘circle’ of an isolated member who has not 
spoken during the session will be empty; the dominant member's ‘circle 
will be full; scapegoating may be operating when a series of negatively 
annotated arrows focus on one person; a leader-centred group will become 
evident when all the arrows are directed to the therapist; and so on. 
Reder (1978) has found that following a series of Interaction Chronograms 


Date: 
E. erapist |. 


2. 
Phase notation Session: 


J Zo 
S ay 


s ENS 
Figure 1. Cox's Group "Therapy Interaction Chronogram. 
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from one group over time clearly reveals how dynamics fluctuate during 
the life of the group and also how one member’s relationships and partici- 
pation have developed. 

The advantage of the Interaction Chronogram in group work is its 
flexibility, being easily individualized by therapists to record and highlight 
aspects of the group in which they are particularly interested. [Compare, 
for instance, the examples presented by Walrond-Skinner (1976), and 
Reder (1978).] I have found that the Group Therapy Interaction Chrono- 
gram requires some modification for use in family therapy but its particular 
qualities of ease of completion, succinct summarizing of verbal content 
of the session and visual displaying of relationships, remain. I have found 
that cyclostyled charts cannot do full justice to the uniqueness of each 
family seen and I now prepare a blank Chronogram afresh for each 
session. Although the seating arrangement chosen by the family may be 
significant, I have found greater value in trying to record diagrammatically 
the psychological proximity or distance between family members (though, 
of course, this may be reflected by seating positions adopted in the session). 
Instead of drawing the members’ circles symmetrically around in a group, 
I now prefer to draw each family member’s position on the page as if 
arranging a family sculpt, so that children psychologically on the periphery 
of the family, for example, are drawn as such—see Figure 2: in Figure 3 
I have tried to represent close identification between two people by drawing 
their ‘circles’ touching. I then write in the major verbal communications 
during each time phase and finally draw in the principle relationships and 
I have found the thickness of an arrow’s line a convenient way to depict 
strength of affect. As when recording group therapy sessions my colleagues 
and I have found it valuable to include the relationship of the therapists to 
each other (as well as to family members) whenever this is in any way 
remarkable, for then aspects of the transferences and counter-transferences 
become apparent. 

This system has proved particularly interesting for recording family 
'diagnostic' interviews, when previously confusing dynamics have become 
clear and understandable. One example is presented here: first a condensed 
account of the session and then the Interaction Chronogram as my co- 
therapist and I completed it after the meeting (Figure 2). 

'The K. family re-referred themselves to the clinic, Mrs K. visiting 
alone to say that her eldest son, George (now aged fifteen years), was 
once again causing a problem with his argumentative and aggressive 
behaviour. The family had been seen four years previously at the clinic 
for the same difficulties and had entered family therapy for one year ‘with 
much help', terminated by mutual agreement but with the understanding 
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that the parents might consider marital therapy or Mrs K. individual | 
psychotherapy for herself. This re-referral of George was their first "n 
contact since that time. My colleague, Mrs Irene Aitman, and I, wrote to 
Mr and Mrs K. and George inviting the three of them to be seen together 
(at least to begin with). They arrived as a whole family, with Maurice, 
aged seven years, and Tracey, aged nine years, and were seen as such, 


father 


oO 


feels isolated at home.. 
parents may 
separate. 


George 
‘wants to T 
meet with 
parents. 


mother never 
satisfied. 


+ 


previous 
therapists 
+ 

; P 


dissatisfied with 
everyone. 

George makes 

her angry. 


be right, 
“family theropy" 
osa Mefence, 
anxiety of being 
wrong. 
therapist 1I 


Maurice Tracey 


unhappiness and 
loneliness. 
lear of vunerability, 


Figure 2. Chronogram of the K. family’s first session. 
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though with some initial confusion about how many chairs were now 
needed. In the consulting room Maurice and Tracey played noisily with 
the dolls’ house and sand tray while the rest of us drew our chairs closer 
and closer together. 

Mrs K. began by repeating her problems with George while I became 
anxious at the fragmented way we had started and the feeling that the 
session was out of my control. I commented that I could not hear properly 
and that we did not know who everyone was. Mrs K. ran through their 
names and barked to the children to shut up. We discussed our arrange- 
ments for this meeting and Mr and Mrs K. insisted that we had invited 
them all. Mrs Aitman and I looked at each other uncertainly. Mrs K. 
continued describing how George makes her angry and questioned all the 
children in turn about the atmosphere at home and asked them how they 
felt. Mrs Aitman and I felt redundant and helpless, as though we, too, 
were being told to shut up. 

Eventually I questioned whether they were showing themselves as a 
confused family in order to avoid us knowing about the many aspects of 
their relationships that they feared were hurting or damaging. There was 
a pause and we all felt heavy and unhappy. Mr K. then told us sadly how 
isolated he feels at home and he wondered if it was possible for the family 
to get together or whether they should keep apart. He said he felt like a 
referee between George and Mrs K. and never knew whether to intervene 
or shut up. Mrs K. repeatedly ordered Maurice and Tracey to be quiet and 
Mrs Aitman and I had been continually looking for reassurance to each 
other and I remarked that I felt that I had to either keep quiet or, if I 
spoke what was on my mind, I would be in danger of being wrong. Mr K. 
leaned forward and said with relief: ‘Exactly!’ and turned to his wife, 
adding angrily: ‘You can't allow anyone to be right’. Mrs K. then spoke 
with hurt and a sense of vulnerability about her ideas of the perfect 
family in which there is room for only a minimum of quarrelling. Quickly, 
however, she reverted to criticizing George for his friends and his play. 
George responded: "You're never satisfied’ and looked sadly to his younger 
siblings and reflected that they had cach other but he had no-one. Mr K. 
repeated how his wife is never satisfied, giving as an example the way she 
scrutinized school reports but only to check whether the children were 
failing. Mrs Aitman commented on their apparent fear of showing vulner- 
ability to each other's attacks and criticism, and added how Mr K. seemed 
so lonely and Mrs K. seemed to be longing for approval and affection. We 
asked them whether they had ever thought of separating and Mr K. said 
flatly: ‘Often’. There was an unhappy silence during which M 


aurice 
perked up and listened intently from the corner of the room, 


though he 
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and Tracey could not be brought back into the session and before the end 
they decided to return to the waiting room, as if further arrangements did 
not concern them. : 

We began to think about future meetings. Mrs Aitman and I had been 
feeling confident about the value of seeing the parents together but when 
we suggested that Mrs K. might come with Mr K., George asked: T 
you mean with me”. Only Mr K. wanted to come as a marital coup 
while Mrs K. expressed severe doubts whether that would help an 
George did not want to be left out of any meeting. The session scemed E 
be concluding in the same confusion as it had begun and again I voiced 
my doubts whether we were able to be right. However, it was becoming 
clearer that George’s role as scapegoat was too crucial to be given up; 
particularly as it prevented his parents separating totally: also, Mr RS 
hopelessness and isolation meant that he failed to help George separate 
from his dominant mother. We, therefore, agreed to continue work with 
them as a family. 

Mrs Aitman and I experienced the K.s as an unhappy family on the 
verge of breaking up, who defended themselves from anxiety and sadness 
by confusion and fragmentation. The family's need to deskill us might 
have been because they feared the pain and vulnerability that change? 
would induce, or because of splitting from previous therapists. 

The Interaction Chronogram of this session is reproduced in Figure 2. 
Although Mother sat next to Father, psychologically the coupling be- 
tween Mother and George predominated and this is depicted diagrammatic- 


ally by their proximity. The ambivalent nature of their relationship '$ 
also shown. Father seemed distant from the family and relatively isolate 

(as he had described) and only able to make feeble attempts to reintroduce 
himself into the group. Mother’s dominance is clear, and indeed, this 
might be termed a ‘Mother-centred group’: her competiti 

therapists is also apparent. When completed the Interaction Chronogra™ 
confirmed that pairings predominated, which required other family 
members to be excluded and isolated. Some splitting appeared (betwee? 
previous and present therapists) but ambivalence did also occur. » 
conjectured that previous family therapy had been of help to the family # 
that time and had freed up some areas of their functioning, $0 that they 
now showed some evidence of an oedipal level of functioning 25 well a8 
features of what Skynner (1976) calls ‘the middle layer of the sandwich > 
in which there is some, but not optimal, capacity to contain neg? iv 

feelings without projecting them. 


A subsequent session with the K. family (their third) is presented in 
Figure 3. 


veness to the 


"di 
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therapist | 


parents resistance to 
acknowledge George's, 


mother 
murderous fantasy. 
= V ES 
t e je's 


of 3 sibs. hated her 
father for treating 


therapist II 


row with mother about 
use of garden shed. 
felt murderous to 
Tracey before she, 
was born. 


was the elder of 2 sibs. 


father 


Maurice Tracey 
(absent) (absent) 


Figure 3. Chronogram of the K. family’s third session. 


As can be seen, the K.s arrived late and left Maurice and Tracey at 
home. In discussing whether Mrs K. or George should use a garden shed 
at home, and who should clear up the mess in it 


, à close identification 
between Mother and George became apparent. (Mother seemed to 


Project her unresolved *messes' into George, identify with them there and 
try to deal with them as manifest in him.) Mr K. expressed his frustrated 


Wish that George might use his (Father's) room instead of the garden 
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shed, and then reverted in the session to a passive, ‘therapist-like’ role. 
We heard that Mr K. had been the eldest of two siblings, that Mrs m. 
was the eldest of three siblings (as is George), and that during her carly 
life, Mrs K. hated her father for treating her as though she were a bli 
Before 'Tracey was born, George said that he had wondered whether the 
baby would be male, in which case he would have felt quite murderous to 
(him): however, he now hates Tracey because she is a girl. In the pond 
these revelations of George's were ignored by his parents. I found myse 
avoiding Mrs Aitman's glances at me, feeling that she should be able = 
interpret without my help, while she felt rejected by me. Afterwards, We 
wondered whether we were mirroring conflicts around dependence/ 
independence between Mother and George. i 
Compared with the first session the family roles have become clearer, 
and in particular the identifications based on the parents' families of 
origin. Once Mrs K. forsook a controlling, dominant role the identity 
confusion and aggressive fantasies were revealed, though the latter sceme 
too dangerous to be brought more into the session. Mr K.’s helpless 
isolation became more understandable because of the close identifications 
between Mother and George, though in the session Mr K. was more able 


to assert himself than previously, compete with the ther 


apists and invite 
George’s ( 


though not his wife’s) affection. Maurice’s and Tracey’s roles 
are clearly significant, perhaps as the containers of projected hostility. 

I have found that compilation of an Interaction Chronogram provides a 
convenient focus for therapists” discussion about the session. "The chart 
itself can be completed in about ten minutes allowing therapists time "e 
compare perceptions and feelings, including aspects of their own relation" 
ship during the session. The completed Chronogram is then often able t° 
add a further dimension to the discussion and after the first meeting 
with the K. family Mrs Aitman and I saw how George's role, Mr B® 
separateness and Mrs K.’s central position all pointed to the need tor 
further family therapy and against the usefulness of pursuing marita 
work at that time. 

The Interaction Chronogram of the first session also serves as à remind! 
of the common phenomenon in which a session feels initially confusing 
or flat and the therapists find themselves stumbling about with the fam! d 
in uncertainty. Eventually a therapist is able to intervene meaning! 
and the session comes alive and takes a different course. This transition 
is the interface between the opening and middle phases of the session ap 
for the K. family occurred some fifteen minutes into the session ollowing 
the intervention recorded as ‘family therapy as a defence’. Cox (197 n 
felt that the opening and closing phases of therapy groups were ofte 
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brief but of sufficient importance to merit expansion of segments of the 
circles on the charts for detailed recording. The opening phase in family 
sessions seems to be more variable in duration, sometimes lasting only a 
few seconds, occasionally occupying most of the meeting. This pheno- 
menon appears to be equivalent to that described in group psychotherapy 
by Ezricl (1950): the group takes time to form during which each member 
contributes (consciously and unconsciously) to a common group tension. 
When a family enters a session they bring with them their habitual modes 
of relating and require time to incorporate themselves and the therapists 
into the new situation. For a while the therapists form part of the common 
group tension until correct interpretation facilitates a shift and greater 
clarity. T'he session comes to life because the interpretation has relevance 
for all those present. 

'The Interaction Chronogram could be of help in setting treatment 
goals (as discussed, for example, by Bentovim and Kinston, 1977; Kinston 
and Bentovim, 1978). Chronological review of a series of charts enables 
family dynamics to be followed as they change during treatment, and the 
reviewer would be able to focus on aspects of the family in which he is 
particularly interested—such as a change in one member's role in the 
family, or the freeing of a dependent, attachment pairing. For the K. 
family a sign of healthier functioning would be separation of George and 
Mother sufficient to allow the other members more space in the family 
group, a situation only achievable when the projections (including to 
Maurice and Tracey) become clarified and worked through. 

'l'here are some drawbacks to this recording technique. Only limited 
data can be included on the charts, and therefore for purposes of super- 
vision tape or video-recording or long-hand process accounts remain 
preferable. While more information might be entered onto larger sheets 
of paper, the problem of storage becomes prohibitive. It must be re- 
membered that this recording system is only a shorthand, summarizing 
for easy study the grosser elements of therapy. Nevertheless, the Inter- 
action Chronogram does seem a valuable method for recording one family 
session and for reviewing a family's treatment over time. 
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Clinical assessment of family interaction: 
a reliability study 


Warren Kinston, Peter Loader and 
Jackie Stratford * 


A standardized Current Family State Assessment was developed for 
possible use by family therapists. This study investigated the ability 
of clinicians to agree on thirty commonly used clinical and research 
categories. A psychiatrist and a social worker received a brief period 
of training and then independently rated thirty-two whole family 
interviews, using twelve ‘non-labelled’ families and eleven families 
referred for psychiatric disturbance in the child. ‘Twenty-five cate- 
gories were rated with moderate reliability over all families, and in 
any one interview the raters produced very similar rating profiles. 
Potential sources of unreliability are discussed. The inclusion of a 
systematic description of whole family interaction in routine psychiatric 
assessment is recommended. 


No systematic clinical assessment of family interaction is widely accepted 
or available for use by researchers in the no longer new field of family 
therapy (Howells, 1962; Ackerman, 1962; Boszormenyi-Nagy and Framo, 
1965; Jackson, 1968; Zuk and Boszormenyi-Nagy, 1968; Beels and Ferber, 
1969; Haley, 1971; Minuchin, 1974). 

Psychiatric researchers have been concerned to learn about the family 
relationships of their patients. However, careful studies (Brown and Rutter, 
1966; Rutter and Brown, 1966), aimed at establishing the individual 
interview as a reliable and valid instrument to measure family life and 
relationships revealed it to be unsatisfactory just on those issues of most 
interest to family therapists, e.g. decision-making, conversation, quarreling. 
Brown and Rutter (1966) reviewed the literature and concluded that a 
direct observational approach was essential. 

Cromwell e£ al. (1976) in their recent review of methods of assessing 
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families referred to reports by therapists of their atneiceations of net 
and stated ‘rarely are systematic observational data collected es Pius 
project (Kinston and Bentovim, 1978) which attempted te 3 ng oer 
specific changes in families following brief focal family E pm 
itself handicapped by the absence of a standardized descriptive v ies s T 
The G.A.P. Report (1970) on the field of family therapy remarke hes 
the absence of a common vocabulary for the description of family in ad 
action and urged its development as a priority. Researchers have yen 
categorizations and descriptive terms to meet their own — 
(Broderick, 1971; Riskin and Faunce, 1972; Haley, 1972) but the Th 
problems of clinical research and routine clinical use have not been ie a^ 

Some system is needed to permit a reduction and summary of es à 
allow comparisons between different families and, over time, with! is 
family, and to guide the thin'ing and observation of newcomers to dli- 
field. This paper presents a set of categories, together with data ont s 
ability, for rating family interactions as observed during a clinical intervie" 


Review of the literature 


Straus (1969) has collected systematic measures of the family, most of 
which have limited clinical relevance; and family therapists (Glick an 
Kessler, 1974) have offered detailed outlines for the clinical evaluation = 
the family, which are useful but combine history, observation and inter 
pretation non-systematically. n: 
Wells and Rabiner (1973) describe a schedule (the Family Index : 
Tension) developed in association with an interview which was oriente 
towards the planning of treatment. Ratings were made of individuals ram 
dyads in relation to the family and not of the family-as-a-whole. The da 


obtained by the Henry Ittleson Center Family Interaction Scales (Behrens 
et al.,1969), devised for use with hom 


interaction but do include several ratings of ‘Family Group Pate, 
Riskin (1976) has made ratings using categories from his research bet 
Interaction Scales (Riskin and Faunce, 1970) in a series of inform 

interviews of two *non-labelled' families, but no evidence was offer? 

for reliability. 


CEA adic 
e visiting, mostly concern yan 


Clinical assessment 


> gi Be e 
One aim of the present Study was to widen the scope of clinical assess 
of the child to include data on f. 


pe e - +] asses’ 
: t amily interaction. A typical clinical ase" 
ment in the U.S.A. (Chess, 1959) and U.K. (Maudsley Hospital, unp" 
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lished manual) has not involved consideration of the family as a single 
unit, i.c. it omitted the direct assessment of family interaction, which we 
will refer to as the ‘family state assessment’. 

Artificial stimulation of family interaction is unnecessary within a 
department of child psychiatry where families are routinely scen as part 
of the diagnostic assessment of referred children and where family therapy 
is a common modality of treatment. In these settings families enact, cope 
with and discuss conflicts which have high personal significance and the 
patterns of interaction observed make clinical sense in terms of historical 
details and presenting disturbances (Bentovim and Kinston, 1978). 'The 
family state assessment can be grouped with the physical examination and 
the mental state examination. In common with these, it must be (1) per- 
formed by a professional (2) who has been suitably trained and (3) accepts 
certain rules for categorizing data (4) as he observes and probes the object 
of his investigation. There are other features in common. The family state 
assessment is performed at a particular point in time and hence any finding 
may be highly context-dependent. Further, assessment of any one aspect 
of the state must be considered in relation to the whole picture which will 
include historical and other details. Finally, assessment of reliability and 
validity of a family state requires the development of a formal standardized 
procedure. Our purpose in this study was to determine whether clinicians 
could agree on the family interaction they were observing during typical 
clinical interviews. 


Materials and methods 


Pilot study 


The research and clinical literature was scanned for categories or items of 
interaction and thirty-three which appeared to be suitable for clinical use 
were chosen. A glossary was constructed which consisted of definitions of 
the categories and anchor descriptions for the Ist, 3rd and Sth points of a 
5-point ordinal rating scale. A preliminary pilot study was performed using 
many members of a department of child psychiatry as raters. This pilot 
included psychiatrists, psychologists, social workers, psychotherapists and 
students. They were asked to rate any family interview where family 
interaction was a feature. Many interviews were diagnostic assessments 
and ratings were made by those behind a one-way screen as well as by one 
or both of the interviewers. One hundred and thirty ratings of fifty-five 
families were made by twenty-eight raters. All first ratings were discarded 
as ‘practice attempts’ which left 102 ratings of forty-three families by 
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twenty-two raters. Fourteen of these were second and third ratings of 
families attending regularly. The raters were subsequently asked to one 
ment on the definitions and descriptions in the glossary, the case of use 0 
the schedule and the relevance of the rating. Results of the pilot were 
encouraging. Almost all items showed a spread over the whole 5 sal 
points and none spread less than 4. A Monte Carlo technique for analysıng 
the data for inter-rater reliability and discrimination of families akeen 
by category was developed by D. Boniface*. The cighty-eight wat 
ratings of families were studied using it: twenty-seven of the thier 
categories were being rated similarly by raters watching the same nne 
at a level of P — 0.015, and families were well-discriminated in cach 0 
twenty-eight categories. Some evidence for intra-rater reliability was seen 
over a three-monthly interval from families who were not changing 
clinically. . 

The rating schedule was modified to take the findings of the pilot into 
account. The authors then began rating family interviews of consecutively- 
referred families and discussing the ratings, especially discrepancies: 
Video-tape recordings were also used and repeated observations, ratings 
and discussions with colleagues produced further refinements and rules 
for the ratings. The third edition of the schedule, containing thirty items» 
resulted and this was used in the study reported here. 


Design of main study 


In order to obtain meaningful reliabilities it is necessary that the scales Lid 
used over all or most of their range. 'T'o ensure this, two groups of families 
were used. There was a total of twenty-three different families and thirty” 
two different interviews. 

The first group, the ‘Clinical Group’, consisted of eleven families yno 
were seen consecutively in routine clinical practice for diagnosis, therapy 
or follow-up by P.L. and J. S. as co-therapists. To be included in the study 
the family had to consist of at least three members with one child over s 
years. "This group contained families with one to four children, whos” 
ages ranged from three to seventeen, Most com 
Two families were single parent, Although 
English origin, all members spoke English fluently. Social classes 1 t°, 
were represented. Some families were seen on more than one occasion” 
ime at two- to four-week intervals, and a total of twenty interviews adi 
rated. 


1 x ea- 
monly two children atten a 
three families were nO* q 


* Statistician, Institüte gf Child Health, University of London, London, ub 


oo 


Clinical assessment of family interaction 295 


The second group of families, the ‘Eczema Group’, contained at least 
one child attending at a dermatology clinic with eczema. The group was 
collected from consecutive attendances at the Clinic. The criteria for ex- 
clusion were any member currently labelled as psychiatrically ill, the 
absence of a child between two and thirteen years of age, single-parent 
families, and inability to speak English fluently. Suitable families were 
invited to attend for a standard interview until twelve families had agreed. 
There were twenty-two refusals. The composition of this group was similar 
to the clinical group. P.L. and J.S. each interviewed six families and whilst 
one interviewed the other observed using closed-circuit television with 
the consent of the families. 


Procedure 


Immediately following the interview the two raters (P.L. and J.S.) 
completed the Current Family State Assessment” (C.F.S.A.) rating schedule 
independently. Data was then transferred to punched cards for computer 
analysis. Analysis included an inter-correlation matrix to look for item 
specificity. During the three months of data collection, raters were not 
given access to previously completed ratings and were required not to 
discuss the use of the schedule, ratings of the families in the study, or 
ratings of other families at the clinic. 


The C.F.S.A. rating schedule 

General instructions 

The rater is asked to take an outsider’s point of view, to consider the family 
group as a whole unit and to be not too influenced by any one member. 
Ratings are based on observations rather than inferences or interpretations 
and must be made on the basis of the whole interview. Rating is performed 
immediately after the interview by scoring the appropriate number on the 
5-point ordinal scales in the C.F.S.A. The schedule incorporates a glossary 
and consulting it and rating can be completed in ten to twenty minutes 
once familiarity is attained. 


The categories 


The categories chosen fall into two main groups. Group A categories 
(1 to 20) are derived principally from the research literature; they tend to 


* Copies of the C.F.S.A. are available on request. 
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be relatively simply defined and directly observable, and broadly cover the 
areas of communication, relationship and affects. Group B categories (21 
to 30) are of clinical origin; they tend to require more judgments and 
cover complex areas such as coalitions, boundaries and consensual Exe 
perience. All categories are descriptions of behaviour in the interview 
rather than of enduring characteristics of the family. Such characteristics 
could be assessed by noting the stability or fluctuations of categories over 
time. Brief descriptions of the categories are provided in the Appendix. 


Results 


In the analyses that follow, the data have been grouped in two different 
ways to reduce bias. When general trends or tendencies were being checked 
for, all ratings in the study were included, i.c. thirty-two interviews of 
twenty-three families. Counting the same families more than once could 
produce a misleadingly inflated impression of reliability either due tO 
greater familiarity with the family by the rater or from intervening dis- 
cussions between the raters who were working together. So, for the assess- 
ment of reliability only the first rated interviews have been used, L6 
N —323. 

We wished to assess the extent and nature of inter-observer agreement 
on the thirty 5-point scales which comprised the C.F.S.A., both to check 
the value of this approach to family measurement and as a guide to further 
development of the scales. The simplest method is to count the number 
of disagreements of different degrees (the ‘D’ scores) as in Table 1. 

There are problems in interpreting reliability scores. Firstly, if the 
full range of the scale has not been used because the families are not different 
the D scores do not really test the scale and high agreement must remain 
suspect. (The range of the scale used is evident from Table 2.) Secondly, 
another part. Thirds sone part of the scale, or most of it, but poot o 
pearl s Ah irdly, some families or interviews might have bee? 

ized by a very high agreement between raters, irrespective of the 


<i items, while other families were generally disagreed about- 
s ^e y,arater may have rated slightly differently in a consistent manner, 
.g. alwa ; i 


i i js ‘bate & higher. Finally, if there were any substantial di- 
cs y interaction ratings between the eczema and clinic 
groups, an artefactually high rate of reliability could have been achieve 

simply by both raters making systematic differences T Wi the grouP? 
but rating unreliably within the groups. This last possibility was checke 


| sre A sis 
and excluded : within-group agreement was generally similar to the agree 
ment with the groups combined i 
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TABLE 1. Extent of rater disagreement 


D: no. of points disagreement °, when 
No. Category 0 2 3 + D -0orl 
l Clarity 10 13 g 0 0 100 
2 Continuity 12 10 1 0 0 96 
3 Acknowledgment 13 » p 1 0 96 
4 Information exchange 10 12 1 0 0 96 
5 Interruptions 14 o 3 0 0 87 
6 Laughter 12 10 1 0 0 96 
7 Equality of participation 14 7 2 0 0 91 
8 Self-affirmation 17 6 0 0 0 100 
9 Request for commitment 14 J 2 0 0 91 
10 Agreement 10 9 4 0 0 83 
1l Disagreement 10 10 3 0 0 87 
12 Positive support 8 9 5 0 0 74 
13 Attack 10 9 4 0 0 33 
14 Intrusiveness 5 15 3 0 0 87 
15 Mind-reading 8 14 1 0 0 96 
16 Affects—range 10 11 1 1 0 91 
17 Affects—intensity 7 14 2 0 0 91 
18 Tension 10 11 2 0 0 91 
19 Comfort 12 10 1 0 0 96 
20 Humour 12 10 1 0 0 96 
21 Effectual parental coalition 11 10 2 0 0 91 
22 Generational boundaries 10 9 4 0 0 83 
23 Alliances 10 12 | 0 0 96 
24 Resonance 12 8 3 0 0 87 
25 Flexibility 12 9 2 0 0 91 
26 Conflict acknowledgment 11 12 0 0 0 100 
27 Feeling of safety 8 1i 3 1 0 3 
28 Identity struggles 13 8 2 0 0 91 
29 Experience of the environment 13 10 0 0 0 100 
30 Grasp of meaning 6 12 3 2 0 78 


Data taken from the first rated interview of each family (N — 23). 


To check whether raters were using 
tested using the Wilcoxon Matched Pa 


the scales differently, 


1956). Significant differences existed for 


Equality of Participation P. - 


0.05, Agreement P - 


irs Signed Ranks 
almost half the Grou 


each item was 
Test (Siegel, 


P A scales: 


- 0.05, Attach P . - 0.01, 
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Intrusiveness P < 0.05, Mind-reading P < 0.05, Range of Affects P - 0.05, 
Intensity of Affects P — 0.01, Tension P — 0.01, Comfort P -. 0.05. 
Among Group B categories only Grasp of Meaning was rated differently 
(P « 0.05). 


TABLE 2. Distribution of ratings and percentages of 
complete agreement at each scale point 


Score 1 Score 2. Score 3 Score 4 Score 5 


No. Category N, 95 Ny % Ne "s My TG Ns jo 
1 Clarity 0 — 5 40 30 40 29 48 O0 — 
2 Continuity 0 — 3 67 24 42 29 41 8 25 
3 Acknowledgment 1 0 7 29 33 73 20 50 3 L 
4 Information exchange 1 O 11 36 38 63 13 15 1 9 
5 Interruptions 2 0 10 0 39 67 10 60 3 6 
6 Laughter 3 0 25 32 26 54 9 67 1 ? 
7 Equality of participation 1 0 19 53 37 70 7 29 0 = 
8 Self-affirmation 0— 6 0498 9 67 0 — 
9 Request for commitment 5 40 15 33 41 78 2 0 1 9 
10 Agreement 9 22 21 29 28 s; s 80 1 9 
1l Disagreement 14 37 20 20 26 38 3 0 1 0 
12 Positive support 5 0 18 44 28 57 10 40 3 q 
13 Attack si sy i$ £j 28 s$ 4 OO 1 ? 
14 Intrusiveness 6 0. 18 1 97 30 7 29 ^ 67 
15 Mind-reading 22 36 21 19 19 42 2 0 0 7 
16 Affects—range 0 — 12 50 28 so 16 38 8 ° 
17 Affects—intensity 3 024 42 20 44 6 0 2 ^ 
I8 Tension 1 0 9 03158 22 67 210 
19 Comfort 2100 22 45 25 40 12 83 3 6 
20 Humour 8 50 31 71 20 49 3 0 219 
21 Effectual parental coalition 10 40 16 50 20 50 13 46 5 > 
"E Generational boundaries 9 44 13 31 25 48 13 31 + ^ 
éd — 8 75 15 40 28 50 10 40 3 0 
Cen 2 0 12 50 13 46 32 63 5 
exibility 6 33 33 61 22 45 3 0 0 7 
x ea STO Mbd gem * 0 i29 3p 79 8 78 8 = 
"eeling of safety 7 7 5 25 
28 Identity struggles 3 P F A a E - 210 
29 Experience of the environment 2 100 3 67 33 73 19 42 7 i 
30 Grasp of meaning 5 40 12 17 27 37 17 24 3 0 


Data taken from all interview 


s of all ilie 
Ni +N: +N +N, +N; = 64 all families. 


m. 
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From "l'able 1 between 74°, and 1009, of all ratings were either identical 
or within 1 point of each other. Eighteen items were used over the full 
5 points and nine items over 4 points. In these categories there were no 
cases of 4-point disagreements and only a few isolated cases of 3-point 
disagreements. Three items (Clarity, Self-affirmation and Identity Struggles) 
were used over only 3 points of the scale, and D scores are more difficult 
to interpret. For /ntrusiveness, Mind-reading, Intensity of Affects and Grasp 
of Meaning, there were markedly fewer complete agreements. 

The complete agreements were further examined for evenness of 
occurrence over all scale points. Table 2 displays the frequency with which 
any particular score was chosen for each item in our total sample and the 
percentage of these which represent complete agreement. The percentage 
agreement varies from 0 to 100°, and is mostly between 30°, and 80? ,. 
There is more commonly either no agreement or a high agreement at the 
extremes (scores 1 or 5). 'The categories for which there was at least one 
agreement at each of the scale points used were Clarity, Continuity 
Comfort, Relation to the Environment and Feeling of Safety. 
poorer categories include those with few complete agreements mentioned 
above and also Information Exchange, Disagreement and Flexibility. 

Weighted kappa (K,) is the most stringent and suitable single statistic 
for the assessment of inter-rater reliability (Cohen, 1968; Hall, 1974). 
It is distribution-free, allows credit for partial rater agreement, corrects 
for rater agreement due to chance, makes use of each point of the rating 
scale and corrects for differences in the rater mean scores. Table 3 lists the 
A, value for each item and the level of significance reached. Using 
P < 0.025 as the cut-off point, twenty-five of the thirty categories have 
been rated reliably. The unsatisfactory Categories are Clarity, Information 
Exchange, Positive Support, Intensity of Affects and Grasp of Meaning. 

To take account of the possibility that reliability was being diminished by 
the global impairment in a particular interview or with a particular family, 
and to examine whether the raters were providing similar profiles of 
ratings, a Family Interview Discrepancy score (FID) was calculated by 
taking the average of the square of the disagreement score for each item, 
i.e. ED*/n (D = disagreement in points, 7 = number of items rated). It 
can be seen that FID can vary from 0 (every item scored identically by 
both raters) to 16 (whenever one rater rates 1, the other rates 5). Either 
extreme is highly unlikely. Usin €, we assessed 


the probability of a score of 1.55 occurring as being less than 1 in 500. 


By inspection 
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TABLE 3. Inter-rater reliability by 


weighted kappa 


v 


Category RS P value 
1 Clarity 0.19 N.S. 
2 Continuity 0.41 0.001 
3 Acknowledgment 0.39 0.005 
^ Information exchange 0.17 N.S. 
5 Interruptions 0.38 0.01 
6 Laughter 0.41 0.01 
7 Equality of participation 0.28 0.01 
8 Self-affirmation 0.42 0.01 
9 Request for commitment 0.25 0.025 
10 Agreement 0.27 0.01 
11 Disagreement 0.38 0.01 
12 Positive support 0.15 N.S. 
13 Attack 0.35 0.01 
14 Intrusiveness 0.31 0.01 
15 Mind-reading 0.30 0.025 
16 Affects—range 0.25 0.025 
17 Affects—intensity 0.13 N.S. 
18 Tension 0.34 0.001 
19 Comfort 0.49 0.001 
20 Humour 0.42 0.001 
21 Effectual Parental coalition 0.54 0.001 
22 Generational boundaries 0.43 0.001 
a Alliances 0.47 0.001 
24 Resonance 0.34 0.01 
25 Flexibility 0.30 0.025 
26 Conflict acknowledgment 0.43 0.001 
27 Feeling of safety 0.33 0.01 
T entity meues 0.34 0.025 
e Tni 5 the environment 0.51 0.001 
e “Sp of meaning 0.02 NS. 
e € 


Data taken from the fir 
Not significant, 
Kw can vary from = 


N.S, = 


1 (perfect ag 


aa ne 


St rated interview of each family (N = 23), 


: Teement) through 0 (chance agreement ni 
ssa (complete disagreement) and thus may be interpreted like a correlation 
sens Tent). P ‘alte indicates the significance of departure from 0 in t 


positive direction. 


th 


) to 
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TABLE 4, Family interview discrepancy score (FID): inter-rater 
discrepancy for all ratings of a particular family interview 


Eczema group Clinical group 
Family FID Family FID 

1 0.83 1 1.17 

2 0.66 ge 1.45, 1.31, 0.69 
3 0.55 3 0.86 

4 0.79 4% 1.14, 0.76 

5 0.72 5 0.69 

6 0.66 6 0.66 

7 0.48 7* 1.07, 0.48 

8 0.31 8 0.76 

9 0.66 gw 0.72, 0.76, 0.31, 0.90 
10 0.66 10* 0.62, 0.66, 1.03 
11 0.79 11 0.76 


= 
N 


155 


D = no. of points disagreement for an item 
n = no. of items (29). 
* These families were rated on more than one interview, 


In examining FID, Grasp of Meaning was omitted as it was regarded as 
unsatisfactory and invalid by the raters. The FID scores are presented 
in Table 4: all scores are low. Omission of items unreliable by K, (i.e. 
n = 25) produced slight improvements in the scores, It is therefore clear 
that unreliability was not due to one or a few Poorly-rated interviews, 

The FID varied between 0.31 and 1.55. The lowest score represents 
twenty-two complete agreements, six items with 1-point disagreements 
and one item with a 2-point disagreement. The highest score represents 
eight complete agreements, sixteen 1-point disagreements, five 2-point 
disagreements and one 3-point disagreement, As can be seen from Table 4, 
in those cases where there were several interviews with one family, there 
Was a trend for rating profiles to become more similar, 


Intercorrelation matrix 


Scores on categories 1 to 29 were intercorrelated to check for item Specificity 
and possible halo effects (Table 5). An arbitrary cut-off point for high 
Correlations was taken at +0.45. The matrix contains 435 cells, and of 
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these sixty-three (149%) are highly intercorrelated. The frequency of inter- 
correlations within Group A (210 cells) is twenty-four (1195) and between 
Group A and Group B (180 cells) is twenty-six (1495) while that within the 
forty-five cells of Group B is thirteen (2996). The overlap within the more 
global clinical categories is to be expected. Three categories within Group A 
Were particularly overlapping: Acknowledgment, Positive Support, and 
Comfort. The value of avoiding bi-polar scales is evident in the lack of 
high Negative correlations between Comfort and Tension or Positive 


Support and Attack. 


Discussion 


Our two clinicians found rating an unusual and sometimes difficult 
exercise despite their active engagement in family work. Rating made 
observation of interviews an active and purposeful task; and it did not 
interfere with therapeutic understanding of the family. The coverage of 
the scales was not complete but the schedule was more comprehensive 
than informal clinical descriptions currently used in the Department. The 


absence of many high intercorrelations in Table 5 suggested that item 


Specificity was satisfactory. 

The raters initially felt more at home with clinical categories of Group B, 
but then discovered that these were no easier to rate than those derived 
from family interaction research (Group A). The subjective ease or dif- 
ficulty of rating had little relationship to reliability but was related to bias 
(i.e. significant differences between the rater's mean scores). The raters 
Were surprised to find lack of reliability on three of the unsatisfactory 
items (Clarity, Positive Support, Intensity of Affects). Clarity was used over 
à narrow range and it is difficult to draw conclusions about the scale as a 
Whole. Positive Support may have been inadequately differentiated from 


Similar categories (see ‘Table 5). 


Factors affecting reliability 

(a) Halo effect. The intercorrelation matrix (Table 5) reveals that many 
Categories correlate highly with others. This overlap might bea result of 
a halo effect or due to the conceptual and phenomenological properties of 
the categories, An attempt was made to minimize the halo effect in various 


Ways, 


(1) Using explicit definitions and specification of cues. For example, 
Tntrusiveness has a wide variety of connotations but by restricting its 
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; -— RENT 
definition to particular forms of interaction it could be distinguis 


i inui ind-readi 1 'hich it was 
from Interruptions, Continuity and Mind-1 eading with whic 
initially confused. 


; D ; ar scales 
les, e.g. Tension and Comfort. The bi-polar se ET 
Which have been included, have been subsequently re-defined in " 
fourth edition as two scales each. Resonance is now Enmeshment an 


Disengagement, and Feeling of Safety is Overprotection and Neglect. z 
our experience both extremes occurred too often together to permi 
the use of bi-polar scales, 


(5) Training rate ases, 


à few categories which 
- These instances have 
ment of rules for rating. 
me while experience in 


refinement and developr 
nsitional form for some ti 
assessing families accumulates, 


(c) Different families. The families 


‘S.A. has been devel- 
oped have a child with psychiatric problems attending at a particular 
institution in the U.K. se in families containing 
schizophrenic or autisti i 


undly affects interaction. 


nly sm e studied in the reliability trial, although the 
Piloting included families with larger numbers 
parent. 


of children and with a single 


(stage of family li 


amily life-cycle it is necessary tO 
: : he rater and this w: 
the pilot study wit i 


as a source of error in 
ced clinicians, 
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(e) Averaging of the interview. A routine diagnostic interview as performed 
in the Department provided many of the ratings and proved satisfactory. 
However, when ratings were made on therapy interviews, the family often 
showed dramatic alterations in interaction in association with therapeutic 
interventions. This tended both to confuse the rater and to lead to errors in 
scoring because of the need to average over the whole interview. 


(f) Deviant family members. The raters must also average the family mem- 
bers and this required that if one family member was markedly different 
from the rest of the family his contribution to the interaction had to be 
mentally averaged-out over the rest. The rater was instructed to consider 
routinely each member’s or dyad’s or triad’s contribution before rating. 
Nevertheless excessive deviance did contribute to unreliable rating scores 
despite good agreement by raters as to what they were observing. 


(g) Family distress. Because rating requires both careful observation and 
empathic understanding of the family, families which show extreme 
pathology can interfere with accurate rating. Raters become over-involved 
(whether as the interviewer or as an observer using a one-way screen or 
videotape) and feel the need to defend against the pain of the interview. 
This results in the blocking of their observation and they become in- 
fluenced by halo effects and rate erratically. 


(h) Amount of emphasis placed on historical details. Inexperienced raters 
tended to place excessive emphasis on what the family reported. However, 
to rule out all historical details unduly constricted and confused raters. 


(1) Number of raters. An increased number of raters greatly increased the 
reliability of the ratings. In work ancillary to this study, a few interviews 
Were rated by four to seven raters. Usually ratings were identical or within 
1 point. When ratings spanned 3 or more points then discussion often, 
but not always, resolved the discrepancy and a consensus score was within 
1 point. Particularly in view of the bias in Group A categories, use of 
several trained raters is recommended if data are to be used for research 


pu rposes. 


(j) Rater as interviewer. We were concerned that rating while conducting 
interviews might be less satisfactory than when the rater was simply 
observing. To check this, inter-rater reliabilities were calculated separately 
for the clinical co-therapy interviews and the eczema interviews. Any 
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marked differences would then suggest this. They were not found. Also 
half the interviews in the Eczema Group were given by one interviewer 
and half by the other. There was no difference between the reliability 


obtained in each case and the families were described similarly by the two 
raters, 


(k) Intra-rater variation. No formal intra-rater reliability testing has been 
performed but this can be expected to be high from our gencral experience. 
High intra-rater reliability on a formal test should not be confused with 
actual intra-rater reliability in the field. It was our impression that lapses 
in concentration, distractions and delays during rating and similar factors, 
could lead to gross distortions of recall and hence poor rating. The FID 


of 1.55 for Family No. 12 of the Eczema Group was probably due to intra- 
rater factors of this type. 


Limitations of the results 


(a) Reliability. This study was concerned to demonstrate that family 
therapists, given a brief period of training, can agree on a number of aspects 
of family interactional behaviour which other clinical and research workers 
have regarded as important in the description of families, Agreement is 
there but it is not impressive and not at a level of comfort for general 
research purposes. Although various clinicians have tried out the schedule, 
only three raters from one institution have formally used the method and 
other workers might not agree with the definitions used, the rules for 
ratings imposed or the ratings made. For introducing the C.F.S.A. we 
Prepared a series of videotapes to serve as standards for rating and the 


(b) Validity. No evidence is o ation. Are the raters 

rating what the family are actuall ate ratings, are they 

d d Dy € "i 

of any relevance to the eve family? These mn necd 

examining. In addition we ne er P NEAESTEER have any 
predictive power, or stability over time. : i ] 

c) Diagnostic value, "| ; 
des and nds me ks does not allow a diagnosis to be 
a late WES Sese zi acis 
S =a : primitive forms of family class 
Dari ag cde existing (Fisher, 1977). The restriction of ratings t° 
observables (DOES Tot resült in as great a loss of information as clinicians 


rating schedule 
to any of the 
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might initially conclude. For example, a hostile but highly defended family 
who are rated low on Attack simply because they do not attack each other 
at interview, might well be rated low on Comfort, low on Flexibility and 
low on Clarit ^, findings which clearly distinguish it from another family 
who also score low on Attack but have no ‘unconscious’ or covert hostility. 


Conclusion 

Two family therapists could agree at a clinically acceptable level on most 
of thirty categories of family interaction and could produce very similar 
rating profiles of interviews. However, our study suggests that the vocabu- 
lary of family therapy requires explicit definition. Even commonly-used 
terms may be being employed in idios cratic, excessively diffuse or biased 
ways. The Current Family State Ass ssment, though still undeveloped as 
a research tool, provides a more comprehensive and systematic opportunity 
for the clinician to consider and record family interaction than has existed 
heretofore. Once familiarity with the schedule is attained, the time taken 
to rate an interview is not excessive. 
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Appendix 


Brief descriptions of C.F.S -A. Categories 


(1) Clarity. This refers to the w i $ 

l e Way communicati ily members conve? 
meaning, but excludes aspects of i si ero ee 
non-verbal communication 
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(2) Continuity, This refers to the ability of the family both to share a focus of 
attention and to move smoothly from one topic to the next. The rater looks for 
breaking of sequences of interaction, disregard for previous statements or agree- 
ments about what is to be discussed, and the presence or absence of meaningful 
or conventional links between topics. Grammatical or strict logical continuity is 
not necessary. At the lower extreme there are many changes of topic which occur 
so inappropriately that the interviewer experiences confusion. 


(3) Acknowledgment. This refers to family members providing indications to show 
that they have received and understood directed communications. Acknowledg- 
ment may be made either verbally or non-verbally. At the upper extreme acknow- 
ledgment is clear, automatic, directed, routine and varies from being barely notice- 
able to being overt as required. At the lowest level members act as if impervious 
to each other or disqualify directed communications. 


(4) Information exchange. This refers to statements made by family members to each 
other conveying factual or historical details. It assesses how much the family 
members talk to each other and hence does not include information provided in 
direct response to a question from the interviewer, but may include discussion 
by the family as to the correct response. 


(5) Interruptions. This refers to speech, laughter or actions of one member which 
is simultaneous with the speech of another. A family without interruptions would 
be reflecting some form of abnormality though not necessarily pathology. At the 
upper extreme, interruptions are disruptive of communication either by their 
intensity, timing, frequency or duration. 


(6) Laughter. This refers to the physical act and includes giggling but not smiling. 
It may be an expression of fear, embarrassment, manic excitement, or fatuity as 
well as of good humour. The score is for frequency. 


(7) Equality of participation. This refers to the degree to which all members are 
actively involved in the interview assessed both quantitatively and qualitatively. 
It is independent of the level of the family's overall involvement, e.g. if the family 
is characterized by a lack of interaction but each member contributed the same 
small amount of comment this would result in a high score. The involvement 
requires some activity and passive listening does not count. Non-disruptive play 
by younger children which allows them to hear is counted but older children are 
expected to provide more verbal contributions. Sub-grouping in which each group 
has full involvement of its members scores 3. A score of 1 means that at least 2 
members are non-contributing in comparison to the others. 


(8) Self-affirmation. This refers to the assertion of individuality and recognition of. 
Self by family members. At the upper levels speakers make definite statements and 
have clear opinions; they are able to say ‘T want... I think cas LAS 54) Bis 
At moderate levels commitment may be avoided on some issues or by some members 
and at the lower levels the family is characterized by deflection, parrying and other 


avoidance tactics such as silence. 
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7 i c inverse category 8, i.e. one 
(9) Requests for commitment. This refers to the inv erse of categ ry a = 
member’s attempts to get another member to do something or to com 
i i sts agement. 
selves via orders, questions, demands, requests or encourageme 


(10) & (11) Agreement & Disagreement. This refers to the explicitn > e epit Me 
or disagreement and is a measure of communication. The scores c i xa idis 
whether the family do successfully agree or disagree. Explicit non-verbal com 
munication (e.g. head-nodding) is included. 


s interactions between 
(12) Positive support. This refers to both verbal and non-verbal interactions betwe 
members. It includes clear evidence of unde 


rstanding, affection and praise and 
not simply 


non-attacking or polite non-specific remarks and behaviour. 


(13) Attack. This refers to both verbal and non-verbal interactions including 
negative attitudes, antagonism, destructive criticism, and hostile behaviour. 

(14) Intrusiveness. This refers to inappropriate impingement on links between 
family members by speech or action of another member. For example, one 
speaking when another has been explicitly invited to, 
messages from a second to a third member, 
member, a child interfering, without obvious 
interviewer exchanges, 


member 
one member relaying 
one member speaking for another 
cause, with inter-parent or parent- 


(15) Mind-reading. This refers to a phenomenon in which one 
knows what an or feeling in the face 
including reaso om the other person, I 
comments (e.g. Moth a crying child ‘I see 

ehaviour of another 
a tantrum due ific frustration ‘He 


member insists he 
of evidence to the contrary 
t does not include empathic 
you are unhappy’) or faulty 

member (e.g. Mother says of 
is getting bored’). A score of a 

di esty. n ‘ R ying and a form of psychopathic 
maa hee € Serbed thie family holiday as disastrous and her husband 
jective identification Fa 2 red ats 9r Part of psychotic confusion and pro- 
hungry despite the anri. in mother insisted that her obese daughter was 

ghter’s protests that she had just had a big lunch. 


anger, hate, i5, Ped a WS: | fear, anxiety, helplessness, 

embarrassment, 7286, jealousy, envy. III—guilt, shame, 

warmth, concern, ViI—pleasu vee depression, despair. V—affection, loves 

is judged as being represent, siiis, Je? Pride, happiness. An affect group 

fleets dlesdly icles a Meine ne occasion one of the wei 

To score 5, five groups must be piena e neat i p 
s inc 


3, four groups or t sented; 4, fou ; 
1, two groups or less. luding V or Vile 2: three groups of I to IV; 


(17) Intensity of a ects. i 
s ene of ic et the Strength of feeling or intensity of s 
through conventional so ls, such wt» from intense emotion which brea” 


cial con Dena 
trols, such as adult crying, to intense or enthusiast! 


ti 
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expression of feeling, and down through low-keyed subdued expression of feeling 
to a withdrawn, flat or bland interview. 


(18) & (19) Tension & Comfort. This refers to the emotional atmosphere and the 
amounts, respectively, of emergency emotions and welfare emotions. The rater 


uses verbal and non-verbal cues, and acknowledgment by the family is not relevant 
(cf. 16). 


(20) Humour. This refers to the gentle irony that makes the tribulations of family 
life bearable. It does not include cleverness, sarcasm, or avoidance of issues by 
joking generalizations. It is estimated from words and tone of voice. 


(21) Effectual parental coalition. This refers to the parental capacity to nurture and 
socialize children within the family and hence can be rated for a single-parent 
family. It does not include marital tension or discord except indirectly by inter- 
ference with parenting abilities. If one parent has a preferred major coalition with 
a child then although Parenting may be moderately successful the parental coalition 
is severely disrupted and the rating is 1 or 2. 


(22) Maintenance of generational boundaries. This refers to the maintenance of the 
appropriate parent-child distinctions in responsibilities and roles. Both well- 
defined and excessively rigid boundaries score 5. Lower scores are associated with 
role-reversal, infantilization of parents and parentification of children, or loss of 
boundaries leading to a lack of clarity of role requirements, and confusion. 


(23) Alliances. This refers to the meaningful working links between family members. 
All alliances will not be of equal strength or importance at a particular time but a 
dormant alliance should be susceptible of activation. A major split or scapegoating 
of one member results in a score of 1. With very young children, the amount of 
physical contact including restraint is taken into account, 


(24) Resonance. This refers to the degree of reactiveness and individuation within 
the family. At one extreme the family is ‘enmeshed’: there is excessive involvement 
and reactiveness and the family does not behave as if it is constituted of separate 
individuals. At the other extreme, ‘disengagement’, the members do not behave 
us if they have feelings of loyalty or belonging and show a minimal response to the 
distress of others. As the raters found that both tendencies were commonly present 
in the same interview, they were asked to rate the preponderant tendency. 


(25) Flexibility. This refers to the capacity of the family to reshuffle its coalitions, 
roles, and routines in response to changing circumstances. Persistence with 
habitual patterns in the face of advice, requests or confrontation as to the necessity 
for change, i.e. rigidity, ‘high homeostasis’, lowers the score. At the interview a 
flexible family can allow different members to be the centre of attention, can allow 
authority to be vested in the interviewer and can respond adaptively to difficult 
questions or incidents during the interview. 


(26) Conflict acknowledgment. This refers to the family’s capacity to recognize, 
describe and agree on the existence of specific interpersonal intrafamilial conflicts. 


312 W. Kinston, P. Loader and J. Stratford 


The intensity or distress of conflict is not relevant and a score of 5 is ppm 
both by healthy families aware of disagreements which arc esate a per 
relationships and by families riddled with pathological conflict and aw s of t ed 
overt fighting. A score of 1 is obtained if the family insists it has no con ucts = ea 
face of specific probing for marital, parent-child and inter sibling ib dii n sa 
psychic conflict is not relevant. (Subsequently this area was refined and an additiona 
category of Conflict resolution developed.) 


"m 
(27) Feeling of safety. 'This is a bi-polar scale. At one extreme is overprotechion 
rated when members are over-interfering, refusing to treat each other as adequate 
and usually submerged in a claustrophobic atmosphere. At the other extreme 3 
'neglect' with members too self-absorbed to be consistently caring about the feelings 
and needs of others. This is associated with an atmosphere of insecurity or danger. 
A family is scored at 3 when it provides adequate protection and the parents allow 


for age-appropriate behaviour and provide healthy inattention and non- 
interference. 


(28) Identity struggles. 'This refers to the degree to which the 


family is preoccupied 
and fighting over what kind of 


person each member is. It is related to the develop- 
ment of autonomy and Separateness as well as to identity formation within families. 
A low score indicates that the family is not debating self-concepts. A high score 
is given when there are frequent self-assertions and attributions to others with 
counter-assertions and counter-attributions. Members deny possession of alleged 
traits and may complain of not being properly recognized or understood. 


(29) Experience of the environme. 
of the environment 
and the relationshi 
environment is viey 
With the score 
in which di 


nt. This refers to the 


nature of the family's experience 
and is determined fro: 


m spontaneous comments of the family 
interviewer and his Institution. 1f the 
intelligible and worth being connected 

ambivalent relation to the environment or one 
different family members have different attitudes to a marked degree 
Scores 3, and if the environment is experienced as hostile, confusing and best kept 
at bay the score is 1, 


equivalent of parendi quiin 
; : n of itself as a family and whether it can understan 
the behaviour of its members i i 


> 
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Management of Family Emotion Stress: Family Group 
Therapy in a Private Oncology Practice 
David Wellisch, Michael Mosher and Cheryle Van Scoy 
International Journal of Group Therapy (1978) 28: 225-231. 
-2 
This rather unpromising title leads into a very important, and brief, 
report of work with families in which one member has cancer. The authors 
are, respectively, professor of medical psychology, professor of medical 
oncology and nurse in private practice and the work described takes place 
in the waiting room of a three-man private practice for cancer patients 
in Los Angeles. Their aims were to enhance communication both between 
family members themselves and between the doctors and the families, 
keeping in mind the notion of an ‘appropriate death’ as defined by Weisman 
(1972). Members of the groups were recruited by notifying all families 
in the practice and by specific recommendation by the physician ‘if 
psychological and family communication problems were noted’, No fee 
was charged and people could attend as and when they wanted. In fact, 
forty families used the service during the first eleven months, though the 
cancer patients themselves were not invited until the eighth month, 
because it had been felt that the patients would be overwhelmed by the 
experience. They turned out to be more open about cancer and dying 
than non-patients and made the professionals realize how their own fears 
get projected onto the patient. 7 
It is not clear from the article how often whole families used this service 
but the average attendance at the two hour meetings, which were held 
each week, was six and the topic was restricted to the concerns of one 
Particular family. Families who had already lost a member from cancer 
Were also included and, again, professional anxiety that this would be too 
Stressful and painful for families who were not in mourning was discounted 
by experience. ‘The cancer patients have felt reassured and encouraged 
: by viewing the other families’ feelings and remembrances of their dead 
members. It was if the message is transmitted that: “You will not be 
forgotten; you will survive with us." ’ TE "T ' 
'The groups were led by a clinical psychologist with training both in 
family therapy and ‘psychological treatment of the terminally ill’ (pre- 
sumably Dr Wellisch) but he was actively assisted by the nurse and 
‘several office personnel’. They found that the group did not work effec- 
tively when fewer than four or more than twelve members were in the 
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group, which did not happen very often. The physicians — pe 
deliberately excluded since hostility against them was — Me: 
encouraged. The therapist discovered that group members s s e en 
more confronting to each other about important issues than the therapists 
u mee ho had had mastec- 
For example, some of the husbands of women w ho aad had E 
tomies could not acknowledge the quite profound effect of this on t e 
wives (particularly when there was a low risk of death). l'he pomis 
the groups were quite aggressive with these men, forcing them to consi : 
the psychological pain of disfigurement and the physical suffering ae 
duced by subsequent medical treatment. The authors believe that mats a 
the physicians out of the groups allowed free expression of anger agan 2 
doctors and they note how easily in their absence other professionals am 
drawn into the doctor’s role, infantilizing the patient and giving reassur- 
ance quite unsuitable for one about to die. In the end, then, it is the 
doctors themselves who are protected by this scheme and I wonder if, 
had they the nerve, the organizers would have done even better for both 


doctors and patients by allowing them to confront one another with the 
despair of this awful illness. 

As it was, the doctors were 
to pay for the grou 
with their patients, 
not been themsely 


very pleased with it, and voted more funds 
p leaders’ time, claiming that they felt more intimate 
even with those who had heard of the groups but had 
es. In such a short paper, many details are omitted, 
ncy and composition of each family's attendance, eg 
cancer parents have frequently attended’ and in onc 
reactions are described, Young children regress and 
most revealing phrase is the ‘increased 
€ families, which receives no further 
mily concern away from the 
Ositive feedback, and the evident enthus- 
record the outcome of this 
Sing a combination of group 
he crisis that a lethal diges? 
8€ of techniques and foci wn 
by family therapists. These” 
E fact that the physicians Ner 
ation of its value to them. vice to continue is a powerful comme? 


ientific terms, the 


‘TAN KRAEMER 
Reference SEBASTIAN KRAE 


WEISMAN, A. (1972) On Dying and Denying. New York. Behavioural Publication? 
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Ideological conflicts between clients and psychotherapists 
Daniel B. Wile 
American Journal of Psychotherapy (1977) 31: 437-449. 


The message of this paper is that clients have their own ideas about how 
to solve their problems and that if the therapist remains unaware of these, 
he and the client can come unstuck. Dr Wile’s comments are directed ata 
wide variety of therapists including analytic, gestalt, behavioural, family, 
and so on. The body of the article is a classification of theories of therapy, 
somewhat caricatured, which are held by both clients and therapists and 
he details the consequences of mismatch between the two. There are five 
theories: 

(1) Relationship rescue theory: By joining with the client in a warm 
accepting relationship the therapist provides a sense of identity for 
him. 

(2) Willpower theory: The therapist encourages the client to take 
responsibility for his own actions. 

(3) Vindication theory: The therapist and client are allies in a hostile 
world. 

(4) Bromide theory: The therapist is an expert and will sort out the 
client’s problems for him. 

(5) Spiritualistic theory: The therapist is like a guru, who will lead his 
client to a higher, more sublime level of experience. 

As a classification of theories held by clients, this is an interesting way 
of looking at personality types. Analytic therapists would probably see 
these categories as varieties of transference and of resistance, all requiring 
interpretation, though clearly this would be easier in some therapist/client 
Pairs than in others. For example, a therapist in category 2 will make little 
sense to a patient in category 4. Therapists with other clinical orientations 
Would obviously provide different interpretations of these categories. 

The main point about these theories is that they are usually unrecog- 
nized by those that hold them, whether client or therapist. (Which theory, 
for example, do you think informs your own way of working?) The author 
thinks that categories 1 and 2 are the strongest overt influences on most 
Psychotherapists, but that the other three operate unnoticed in varying 
degrees. Family therapists, he says, are particularly at risk of acting on 
Category 3, in which the identified patient is seen as an innocent victim 
of the family, against whom he must be protected. F or all intending family 
therapists this is an appropriate warning. Rescuing scapegoats is not a 
therapeutic goal, yet the desire to do so is probably an important impulse, 
Whether acknowledged or not, in therapists who become newly drawn to 
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family work. Sooner or later we learn that the victim is as attached to im 
role as his persecutors, and may even see himself as making a noble 
sacrifice on their behalf. Inexperienced family therapists may well collude 
with families who present as category 4. The trainee has to learn how to 
help the family move into the first two categories. , : 

By examining our own motives as therapists we will make fewer mistakes 
and will perhaps even recognize that some clients and therapists are simply 
not suited for each other. 


SEBASTIAN KRAEMER 


Group analysis and family therapy 
Harold Behr 


Group Analysis (1977) 3: 216-218. 


In this paper, Dr Behr draws attention to some phenomena, experienced 
in family therapy, which may be usefully elucidated by drawing upon 
experience of stranger group analysis. He looks 


group, that is to say, the family subgroup plus therapist, and compares 


it with a Stranger group. In the Stranger group, the therapist despite his 
role as leader, becomes Part of the group-as-a-whole, and is unlikely to 


as à separate subgroup, a ‘deviant’ member. By contrast, the 
family therapist is deviant from the group as a whole in several ways and 


€ aware of the dynamics of a group coping with its most deviant 


; group member who 
S, 1n a well establis 


and form he impose: 


i H e 1 — ata 
time of crisis, ) entry into the group z 


Groups treat a deviant member in v, 


; t 
i arious ways, The capegoats 
nurse, Ignore or exclude him, The se Chey may REMO 


at the family as a stranger 
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may also be greater, when it occurs. The deviancy concept may also 
partly explain the need for greater activity in family sessions in order to close 
the gap between the therapist and the family subgroup. The therapist may 
feel he has to work harder to reveal himself as a real Person in order to 
alter the family’s perception of him as either exceptionally powerful or 
exceptionally weak. He also bears in mind, that unlike a stranger group, if 
there are going to be any dropouts in this group, the group-as-a-whole 
will disintegrate and he has to work to engage the family in the first place. 
The stranger group allows a public expression of private material; in the 
family sessions the material disclosed is public, at some level of conscious- 
ness to all the family, but its revelations to the therapist carry a sense of 
privacy and confidentiality which increases his sense of responsibility for 
the work. 

Dr Behr has introduced a theoretical model of a stranger group formed 
by the family plus therapist. This model needs to be distinguished from 
the idea, also referred to in the paper, of the family as a badly constituted 
Stranger group. The latter idea has limited clinical usefulness. By contrast, 
Dr Behr’s view of the therapist as a deviant group member, provides 
another perspective from which to view the complex experience of the 
therapist’s relationship with a family. In particular, the sometimes over- 
whelming feelings of power contrasted with abject impotence and the 
pressure to act, can be well understood in these terms. 

On the other hand, in group-analytic practice, it is helpful at times, to 
View the stranger group as being composed of the families of the individual 
members. Their presence is represented by the multiple transferences 
occurring between the individuals in the group and between individuals 
and the group analyst (in particular the differing manifestations of the 
oedipal triangle by two group members and the group analyst). 


CAROLINE A. LINDSEY 


Journal of Family Therapy (1979) 1: 318-320 


Book Review 


Peggy Papp (Ed.), Foreword Salvador Minuchin, Family Therapy —Full 
Length Case Studies, ‘For the American Orthopsychiatry Association. New 
York. Gardner Press. 1977. 210 pp. Price: £10.75. 


This book will be widely read. It deserves to be. Peggy Papp asked a 
number of American family therapists to give their accounts of complete 
treatments. Her aim, was to correct a tendancy for authors to give polished 
well conceptualized accounts of aspects of their treatments, which all too 
often cannot be integrated into the very personal to and fro struggle which 
is therapy in practice. What she wanted was a picture of how therapists 
tackled difficulties; of how they dealt with their mistakes, and of their 
“idiosyncratic ways of putting theory into practice’. She reveals right at the 
end of her preface her feelings about theory by saying, ‘it is hoped the 
reader will be given a glimpse of aspects of therapy which defy theoretical 
definition’. In all these aims the book succeeds. 

Because videotape, ‘once off’ consultations and single visits to watch other 
therapists working have become very fashionable, therapists often see 
parts rather than the whole of therapy. This book is very helpful in giving 
a feel of the whole unfolding process of therapy. 

PB ba eh gwe the reader a clear theoretical framework. It i 
way, using his — a es aac permission to develop in his be 
cr, Lies ideas. Eleven very different complete therapies 2 : 
Senes zs m are all very experienced and despite the pm 
xa cile pel ag and vicissitudes they are obviously confide? 
this is the way’. B ge i PNEIY chapter leaves one feeling D. 
that there are pad € eleventh example one either gives up or decides 

y apparently satisfactory roads to Rome. The book !5 
not for those who want to be told which 

Eleven American ways ar del ei hat 
there are many Briti ys are provided and it is comforting to know ti 

ny British and European methods as w 1l. There is a certa!? 
flamboyance in some of the approaches whi Psi Mg adeat dbut «^ 
possibly, for some British therapists : E er them fun RIED vith- 
Variety provides the book’s riimen Ter oat Hifioutt to ideas oe 
dem well eneen, Teele? sai E particular approaches, €: ^ 
Richard Fish and John Weakland: Str, n ae by Peggy PNE. 
Aponte and Marianne Walters, Mottushin: an cd therapy z ewords 
and as consultant to Marianne Walters in bacs d PAM 

s er very difficult case. 
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The book starts well with Frank Pitman in his usual delightful style, 
humorous but down to earth. He manages to give the feel of a straight- 


: forward, hard working, skilled therapist applying his craft. It is worth 


starting here but then one can follow one’s fancy. Carl Whitaker and David 
Keith in co-therapy do amazing things with a ‘schizophrenic’ family, 
having crazy games with ‘mad granny’, fighting with the children and 
generally ‘mixing it’ experientially; making a virtue out of being pulled 
into the family system and finding the creativity in the schizophrenia. 
Elizabeth Carter takes one through a long and fascinating treatment with 
alcoholism in its veins. She trys new techniques like having the depressed 
mother come in after a few drinks so that she can discover how much fun 
the mother can be, thereby coming to know the power of the pull to drink. 
Her careful historical work helps correct the impression that American 
family therapists have thrown the past overboard. If however, you have 
a taste for working with the present, Weakland and Fish both relate short, 
sharp, convincing treatments; and the structural family therapists are 
their usual dramatic selves. For myself, I got most out of reading about 
the work by those I knew less well; Alger, Beels, Carter and Pitman. 

The variety extends in many directions. Therapists work in their offices, 
at the family home, in National Television Studios and over the telephone. 
Most work is solo but Whitaker and Keith work in co-therapy. Peggy Papp 
uses the group behind the one-way screen as a Greek chorus, while 
Marianne Walters describes treatment of a three-generational family by 
three generations of therapists, using the setting of a one-way screen. The 
student starts; Marianne Walters comes from behind the screen to take 
over when the student is out of her depth and then, when caught up herself 
asks Sal Minuchin into the session to help her out. 

The problems treated range from school difficulties to delinquency, 
brain damage, epilepsy and psychosis. Work is done with nuclear families, 
three generations, marriages and individuals. A wide spectrum 1s presented 
and it is quite sobering to realize that there are many more facets of family 
therapy not touched upon in this book. . 

I recommend this book for therapists of all levels of experience; for 
those starting as a foretaste of what is possible, and for those with experience 
às a source of many fascinating clinical ideas. There may bea danger for 
inexperienced therapists who could get hold of the ideas that ‘anything 
goes’ and fail to realize that the freedom to experiment and try these 
interesting techniques comes from many years of training, experience, and 
sharing ideas with colleagues. ] 

It will be noted that although the editor was a woman who takes particular 
interest in the role of women in the field she only managed to recruit two 
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; vices: dis uf 
other women to contribute. It is difficult to pr ed eee n 
men as the publishers, and hence owners, of cfi. a inm 
Virginia Satir, Lyn Hoffman and Sue W alrond-* i 5 a fens Casa 
prove the rule) although we all know that in the praci sr as te cer 
women far outnumber men. Readers will judge p "a 

we in Britain, and in this journal, manage it at all differently. 


JOHN BYNG-HALL 


What we do and say with patients, we rarely write about; ae ie 
even less so. This is a collection of a dozen examples of fami y EE 
written by the therapists themselves. It describes their actions, bpm. 
uncertainties, misgivings, supervising, intervening or asking for a t 
sultant themselves. There are some illuminating verbatim ae m 
is no attempt to justify family therapy but simply an account of some 0 = 
It confronts us with how little our graphs, tables, controlled trials, e s , 
up studies, case histories, theoretical arguments or attacks on ot a 
people’s points of view, really do to communicate with each other abo 
what we do. l " 
These American therapists, medical and non-medical, describe IN 
with families who are professional, grossly disadvantaged or with physically 
ill members. They describe therapy which is brief, 
young children, with a cou 
brought into treatment, 


fs with 
over three years, nar 
: P wa VUE Aron 
ple in their thirties whose own parents V 


For those committed to family therapy, this is a rich mine—dealing W ith 
disruptive children, supporting the much 
child, the setting of tasks and why, 
injunction (e.g, telling a child to pe 
lose their closeness) 


. ae P icappe’ 
ridiculed physically ene 
when and how to use the | peint 
rsist in his symptoms lest his pare 


For those simply interested, there is the convincing evidence of V 
power of working things out face to face and the precise definition of z 
systems principles by Papp (145). But, ‘to criticize in the conte at 
acceptance’ (Walters, p. 195) it is a pity that there is no index and eni 
sloppy style and jargon obscures the good meat in Chapters 5, 7, 8 and oly 

For those not interested at all in family therapy, the clear and liv" ; 
chapters by Papp (9), Walters (11) and Fisch (12) may whet curiosity 
and Framo’s observation may ri 


y 1n 
à ng true—that there is a ‘universal 1008 
to come to terms with parents before they-die’. 


Te 3N 
PETER BRUGGË 


Crigin, Prevention and Treat- 


ment of Affective Disorders 
edited by M. Schou and 

E. Stromgren 
May 1979, xiv : 
0.12.628950.6 
In 1978, the University of Aarhus, 
Denmark arranged a series of inter- 
national scientific symposia. The Insti- 
tute of Psychiatry held a 3-day 
symposium with Danish and inter- 
national speakers on the topic of 
affective disorders, with emphasis on 
origin, prevention and treatment. The 
presentations dealt with lithium therapy 
and research, rubidium, tryptophan, 
brain amines, blood and tissue anti- 
gens, cerebral localization of memory 
and depression, neuroendocrinology, 
genetics, epidemiology and suicide. 


Health and the Family 

Clive Wood 

June/July 1979, xiv | 240pp., £11.60 
0.12.794913.5 (Academic Press) 
0.8089.1180.5 (Grune & Stratton) 
This volume deals in an unusually com- 
prehensive way with one of the major 
human problems of this century, the 
changing status of the family. A wide 
range of experts from the United States 
and Britain consider this problem, its 
causes and its effect. This book brings 
together issues and problems relating 
health care and medical education with 
the sociology of the family, and illu- 
strates the importance and unique 
relationship between them. It will be of 
considerable interest to medical edu- 
Cators, general practitioners, paedia- 
tricians, obstetricians, psychiatrists, 
nurses, health planners, social workers 
and sociologists. 
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THE TAVISTOCK CLINIC 
in conjunction with 
THE TAVISTOCK INSTITUTE OF 
HUMAN RELATIONS 
SCHOOL OF FAMILY PSYCHIATRY 
AND 
COMMUNITY MENTAL HEALTH 


A Psychoanalytic Approach to 
Work with Family Groups 


Membership for this part-time course will 
be drawn from professionals interested in 
applying psychodynamic concepts and 
practice to their work with families. 
Emphasis is on the understanding and 
appropriate use of the transference and 
countertransference manifest in the sessions 
with families. Learning will be based on 
clinical and reading seminars throughout 
the year. 


Further details and application forms are 
available from The Executive Officer 
(Training), School of Family Psychiatry and 
Community Mental Health, The Tavistock 
Centre, 120 Belsize Lane, London NW3 5BA. 


6th International Symposium of 
Institut für Ehe und Familie 


"Family and 
Family Therapy" 


Zurich University 
26 — 29 September 1979 


The programme comprises 40 
workshops, 30 seminar lectures 
and 4 plenary lectures on issues 
of family therapy, history and 
sociology of the family. 


Write for detailed programme to: 


Institut für;Ehe und Familie, 
Congress Secretariate, 
Postfach 258 

CH - 8032 Zürich, 
Switzerland 
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Theories of family interaction and techniques of 
intervention 


Arnon Bentovim* 


When theories of family interaction and intervention with disturbed 
families are discussed, it has to be stated at the beginning that there is no 
unitary view of either within family therapy. Up until the present time, 
family therapists have intervened and changed families but the theories 
that guide them are well behind their intuitive grasp of therapeutic change. 
It has been said that family therapists ‘drive by the seat of their pants’; 
they see changes but do not always know how or why interventions work. 
It is possible to argue that the only theories which are necessary are those 
relating to change, and that further understanding is not essential. 
Although often denying it, family therapists scem to use a vast range of 
theories without being aware that they are doing so. 

Within family therapy there is considerable disagreement about the 
need for super-ordinate theories. Minuchin stated (see Papp, 197 7) that 
‘this book [to which he is writing an introduction] offers the basic material 
from which a unified conceptualization of the therapeutic process can 
develop’ (p. viii). Greenberg (1978), reviewing the same book stated the 
He said ‘It is hoped that as a result of reading this series of 
Papers, the myth of the necessity of a supra-family theory pln de 
Planted by the pragmatic desire for increased knowledge an pm 
Support’. "This position is perhaps represented at its Extreme A e 
Mental Research Institute at Palo Alto (W atzlawick et al., 1974) w nee 
therapeutic approach is based on the premise that problems arise when 
E abs. ua aa ife cycle, are solved in a maladaptive 
Normal’ problems of living, or the life cycle, are soh — e 
Manner. Their therapeutic strategy is aimed at changing the Rin ims Fa 
Solutions that the families are otherwise stuck with. mr 36 € js 
Classified solutions by denial; solutions of unresolvable problems by 


Opposite view. 
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dis: ‘nd’, instead of re- 
utopian solutions; or entering into ‘games without end’, 

i ic si i i the 
lving problematic situations. : | “te therapy, abaut 
There is also a real conflict, within the field of unng pou im vale OF 
role of the families’ roots—the family of origin, and t nin therapists, re 
the past in the therapist's frame of reference. ee of tlie 

! i ? dT € 7 
esented by Haley (1977 allenge the notion of the err 
presented by Haley (197 7), ch ge s past Ta thre presenta Flis se = 
family’s history, and the existence of the past in th EI orenciif. literally 
that the powerful influence of the family of origin is still p cends 
at the end of the telephone. 


Eon: ite trans 
The here-and-now effect quite 
unresolved problems from th 


ibes a way of 
e past. Framo (1976) — kore ijd” 
completing family therapy by asking each of the parents role of origin. It 
now family to bring in the existing members of their fami ae with the 
is clear from Framo’s account that this can help deal yer from the 
present, but also with areas of failed conflict resolution arising 
past. 
It is particularly difficult for those 
which emphasizes development 
attachment problems, loss 
past. Parke's (1971 
lated’ 
family, 


wet, E «hool, 
embedded in the British Se 


ution © 
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of origin. We also have to be aware of factors from the family life cycle 
with all its discontinuities and need for the creative leaps (Hoffman, 1978), 
that have to be made so that the family can change in step with individual 
needs. New solutions have to be found to problems, new levels of func- 
tioning have to be reached, and rule systems do not remain static, but are 
constantly evolving and changing. Ziegler and Musliner (1977) present 
Pilot findings from a study linking observations of mothers and infants in 
the first year of life, with those same families when that child became 
fifteen years of age. They describe a case where the initial form of parent/ 
infant difficulties were related to problems in limit setting and such 
problems were still present in the family fifteen years later. Difficulties 
Were experienced both as internal problems by an adolescent girl and as 
continuing family issues the control of younger children. Evidence is 
accumulating to indicate that familics do show continuity and similarity 
of dysfunction in their systems, over-riding development changes in the 
family. This evidence also suggests that whether problems are dealt with 
in the here-and-now, or are linked with the past, the issues to be dealt 
with may well be the same. This is perhaps why family therapists who 
focus on different systems in the here-and-now—or in the past—claim 
Comparable results for their treatments (Gurman and Kniskern, 1979). 
If the present can be ‘re-framed’ then maybe the past takes care of itself, 
whilst if the focus is on the past maybe the present will also change in 
Concert, Our current view of focal family therapy (Bentovim and Kinston, 
1978; Bentovim, 1979) would indicate that past and present systems can 
and should be brought together for maximum effectiveness. 

Whatever theoretical framework is used, families still need careful 
Motivating to attend for treatment as a group, and - abc eed 
them need support in making and preparing the referral. i ies meed * 

€ met where they are, in their pain and distress. Families do not come to 
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Institution, in the United Kingdom do not have the charismatic t m s 

: Me 1 : din sa cently (1978), ‘Few if any 
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Towards an overview of theories and interventions 
Who is in the family and who is the family-cum-therapist group? 


re er- 
Although it may not be a useful task to attempt to mention to 
ordinate theory of family interactions and intervention, ^ is ^. nf family 
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groups containing a therapist, th dyads, 
(Bloch, 1976). It is possible 
triads, tetrads, pentads, etc. 
In some senses the 


at is the .Family-cum- Therapist 3 
to think of singletons or monads, 
as the 
first of these cases, the monad or singleton A 
object of therapy, is a misnomer, Although a number of family pp dm 
tend to criticize the treatment of the individual disparagingly oh sstem, 
solely focused on the intrapsychic process ignoring the wider n is 
this is a misconception, Gurman and Knudson (1978) state e ature 
Nonsense to talk about therapies and theories of an intra-psychic two 
as belonging to one Person since they are of course derived fron two 
person therapies’, and therefore 
people. There are children in car. 
live in the ‘reconstituted’ family 
and may need help in their own 
represented the therapists withou 


main anxieties of family therap 


to do with the relationship between who 
€ who have no families available Boe mily 
of the children’s home or foit er be 
right. On the right-hand side eet the 
It a family to treat! This is ne milies. 
i: ists—to be rejected by their catt 
Behr (1977), when comparing Stranger group and family group ie ‘ ) 

has noted that generally Speaking although some members of a stra 
group drop out, the group itself 

group, ‘If there are 


ager 


s s 5 family 
can still cohere. However, in the 


à a whole 
M Boing to be any drop-outs in this group as à e to 
will disintegrate. He [the therapist] ha 


: therefore has to work doubly (Behr 
engage the family group, let alone to begin to change its culture 
1977). «cycle 
Moving to the dyad and consi "e 


sidering the family system in a lite 


sle 
" iage, a SINE 
manner, We can see an engaged couple, a couple in early marriage «come 

: ec DE 
parent and child, and we can note that one or two generations 


SINGLETON 


DYAD 


TRIAD 


TETRAD 


PENTAD 


ete; 


Family interaction and techniques of intervention 


9 
5C 
$ 


Famiiy System 


325 


Family—Cum— 
Therapist System 


e.g. Separated parent 
Child in care. ‘One’- 
generation. 


e.g. Engaged; early 
marriage. 

Single parent-child 
Sibs. 
Mother-infant. 

1 or 2 generation. 


e.g. 2 parents and 
child. 

Single parent, 
grandparent, child. 
Single parent, 

and 2 children. 
Parent, co-habitee, 
child. 

1, 2 or 3 generations 
possible. 


e.g. 2 parents, 

2 children. 

2 parents, their 2 
children by previous 
marriages. 

2 parents, grand- 
parents and child. 
Single parent and 3 
children. 

1, 2, 3, 4 generations 
possible. 


2 parents, 3 children. 
2 grandparents, 
single parent, 

2 children. 

Single parent, 
parental sib, 

3 children etc. 


Figure 1. 


e.g. Therapist with 
no family. 


‘Therapist and 
individual. 


'Therapist and a 
dyad. 


Therapist and a 
triad or 2 thera- 
pists and a dyad. 
‘Therapist, triad 
and members of 
extended family. 


‘Therapist and a 
tetrad. 

2 therapists and a 
triad. 

1 therapist and 1 
network profes- 
sional and a triad. 
] therapist, a 
triad and a 
separated partner. 
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s fes represents the 
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of a generation boundary and a family moving pis RD vd her 
triad. Three generations are also possible with a single l pn "^ therapist 
parent and a child, a single parent and two children, ctc. Set] MONIS or 
and family system we sec the therapists with a dyad, a poe herny 
parent and child. It then becomes possible to think of ae as follows: 
Gurman and Kniskern (1979) have defined family therapy as 
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Screen observing him, It can also contain members of the family’s profes- 
sional and extended family network, or even another family using a 
multi-family therapeutic model. 

. In this section I have concentrated on the numbers of people involved. 
To be complete one would also have to think of the enormously wide 
Tange of settings (Bentovim, 1977) in which therapeutic intervention can 
take place. Each setting and situation has its own influence and effects on 
What observations and interventions are possible. Bloch (1973) has de- 
scribed what can be observed on a home visit; Minuchin (1974) has 
described work in a child guidance clinic and combined with the paedi- 
atric hospital setting; Aponte (1976) has described work in the school 
setting. Everstine et al. (1977) have described work in police crisis cases, 
and Langsley et al. (1968) have described work when families are attempt- 
ing to get a family member into a psychiatric hospital. 

It is also important to think of who therapists are, in terms of their 
professional background and training, whether they are psychiatrists, 
psychologists, social workers, marriage guidance counsellors, psycho- 
analysts, child psychotherapists, probation officers, occupational therapists, 
nurses, child care specialists, who will all bring their own particular 
models and structures of thinking in contact with the theories of family 
interaction and intervention that are described. Each professional's view 
of himself and his clients will influence the way that theories and inter- 
ventions are viewed and, in turn, practised. 


Theories based on the numbers of elements necessary for their 
Construction 

Continuing the model discussed already, based on number and types of 
People within the family group and in the family-cum-therapist group, 
and moving to theoretical ideas, it seems appropriate and possible i. ris 
9f them once more in terms of the numbers that are necessary ej the 
Operation of each theoretical approach. l'heories PE r 
More elements will therefore be considered in turn, that is, dyadic, triadic, 


and group theories. 
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: :ame of systems theory 
The first ‘systems’ statements are the basic axioms ere ee 
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digital level, that is the actual syntax and construction of the words and 
language themselves, or in an analogic manner, that is the language of 
feclings and emotions which give meanings to words and define relation- 
ships (Haley, 1977). Gestures and non-verbal qualifiers give a significance 
to the actual dictionary meanings of words and gives the true meaning 
Within its communicational context. The analogic aspect is the one a 
therapist who is concerned with dynamic and emotional meanings, is 
constantly exploring. Systems therapists may spend as much time exam- 
ining the actual form of words used and how they can be reframed to 
change meanings and the relationships between the participants. Their 
concern is not the dynamic seeking of meaning, but the structural context 
of change. The problem is to find an adequate syntax for the unambiguous 
definitions of the nature of relationships (Watzlawick et al., 1969). 

The next axiom states that individuals in dyadic relationships are 
stimulators of cach other, responders to each other and re-inforcers of 
cach other. The complexity of an interaction is compounded by the fact 
that cach of the participants is stimulating the other, responding and 
constantly re-inforcing what is being said, or done, so that the pattern of 
communication defines the relationship between them. A typical pattern of 
circular reactions, patterns or redundancies, to use information 
language occurs (Watzlawick et al., 1969). Patterns of interaction are so 
constant that whenever an unexpected move occurs there is a counter- 
reaction bringing it back to the same pattern. The concepts of homeo- 
stasis and negative feedback describe this state of affairs. . 

Relationships between dyads are therefore more than the sum of their 
parts—they are wholes. As a result, a characteristic relationship emerges 
which can be described as complementary, that is fitting into each other, 
or symmetrical, that is striving always to be at the same level. Particular 
rôles therefore emerge from this whole cycle of reactions. It is also possible 
to see a paradox within relationships. During phases of development, 
ally complementary. This is characteristically seen 
onship. Yet one of the major demands on a family 
his child to become grown-up, to become like 
Jementary relationship is asking his 


rules, 
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the adolescent: ‘Why can’t you do your W ork or ipai for : oe ue 
à : e t * rather than me having to make 3 
€cause you enjoy or want to do it rather nake yo 
do it After all x want to learn an instrument or have a good v ie 
a : S i > ein 
You are grown ‘up’ The adolescent has to resolve the problem 0 g 
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Pent. © respond to his 
complementary and therefore different to the push a is high fe ol 
demand to be symmetrical and therefore the same a eee Develop- 
course impossible given the Ee oja this issue and fot 
ment necds a creative leap (Hoffman, 1978) to em auf set ct. mangin 
the family to allow the child to find his TEM path and 4 l 
his complementary position within the family. trita acida ts by 
In a therapeutic setting this sort of relationship a ‘lationship with the 
the therapist who appears to have a complementary pea rou wide the 
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patient to have symptoms on purpose, to pres m pois uk Rae but 
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interaction, Tensions need to be met and there is a need for ‘containing’ 
amr ; ; : : e 
and holding" pain and distress (Bion, 1970). 

T'he relationship between the dyad which develops in this way can be 
^ Á P i lop ) 

Seen to exist in what Winnicott describes as ‘transitional’ space Winnicott, 

F 
1971), so that there is a potential for response, play and discovery em- 
bedded between the two partners. The couple, mother and infant, parent 
P : US «E 
and child, parent and parent, exist and move as if in a ‘dance’ in a relation- 
ship to each other. They make a characteristic shape, have a unique smell 
and feel, and make a changing ‘gestalt’ of figure and ground between them 
(Kaplan and Kaplan, 1978). 

Transitional objects and activities (Winnicott, 1971) emerge out of such 
interactions and come to represent the other in their absence, such re- 
presentations grow to form an extensive ‘assumptive’ world (Parkes, 1971). 
This includes the ‘self? and essential others (attachment figures) at the 
centre, with a gradual configurational change during development with 
increasing reliance on the self and less on the immediate presence of the 
others. If premature or traumatic separation occurs then a response of 
following and yearning occurs and attempts to recapture the relationship, 
with expressions of rage and anger in the face of frustration (Bowlby and 
Parkes, 1970). ; , 

Such ideas about the way that relationships develop bring us to some 
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psychoanalytic concepts of relationships. For ample, object relation 
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1976) are all methods which explore the way that family members experi- 
ence, and perceive each other and attempt to describe the shape of a 
relationship. ‘Through such confrontations, perceptions may change and 
views be modified. 

Feeding into the growth of the way that members of a family perceive 
cach other are factors arising from the current and past intense instinctual 
and erotic cycle of relationships within the family, centred on the psycho- 
Sexual areas of excitement—mouth, anus and phallus that occur develop- 
mentally. At their most basic such experiences are felt within the dyad 
certainly in the first instance. 

At a quite different level of structure, symptoms of defence formation 
and psychophysiology can be shared and parcelled out between a couple 
(Straus, 1973). Loss and mourning can produce encapsulations of a whole 
person in the other (Bowlby and Parkes, 1970). In describing these last 
theories and. findings the circle of dyadic properties and its functions is 
completed. 


Triadic theories 

If we now move to three-person systems—to triads, we are able to see the 
family in terms of parents and a child. First, we need to consider models 
Which help us understand the way trios function. Inevitably we first have 
to see that it contains three separate dyads—husband and wife, mother 
and father, father and child, mother and child—so that all systems proper- 
tics mentioned previously also apply to the couples in the triad. nec is, 
ising complexity because of the multiplicity of com- 
and rules that make up the whole, when we are 
ads interacting together. There are, however, some 
at can help make sense of the pattern once we 
aining two parents and a child. The 
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E sufficient openness 
separate from that of the surrounding world but w pence weith the 
to be influenced and therefore to have a sense of A children 
world. There also has to be a degree of mutual is cer Drs 
and parents and a reasonable degree of ee to influence 
If boundaries are rigid, not allowing either the outsic ih families can be 
the family, nor each generation to influence the orem = hs necesi 
described as showing closed system characteristics. (—€— as ‘morpho- 
for changes to take place in developmental cycles. I igi gon n systef, 
stasis’, or the gradual running down and deadening of the owth, change 
has been used to describe such closed system states. W ln d scribe to do 
and development occur then ‘morphogenic’ processes hm the gradual 
with the growth of new rules and system qualities, "rim aes with the 
evolution of the family through its life cycle, and an ability To 1976; Lewis 
crises and challenges of each generation creatively (Skynner, bs sredicted 
et al., 1976). In such an open situation the end state cannot ya m 
by what is present at the beginning—the principle of al cp d 
that quite unpredictable responses can occur with quite smal oct pró- 
is also possible to use terms such as positive and negative die nctioning 
cesses when talking of ch th fu 
(Straus, 1973), 
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Patterns observed. One described by Haley (1977) is characterized by a 
., Perverse and often secret cross-generational alliance between one parent 
and a child with the other parent remaining peripheral and excluded. 
Alternatively, disagreements between the two members of one generation— 
the parents—can involve them locking or strangling the child into a set 
Position so that he cannot make developmental moves because of dia- 
metrically opposed or double binding messages (Bowen, 1976). Disagree- 
ment between parents can be detoured through the child, again placing 
him in a scapegoated position. The relationship between two members of 
the triad can be maintained by symptoms or other behaviours by a third 
creating anxiety, tension and worry and therefore limiting and controlling 
relationships. The psychosexual relationship between any two can create 
jealousy in the third person, and the characteristic of this depends on 
whether again, a cross-gencrational relationship is involved producing 
perverse relationships. 
Zinner and Shapiro (1974) have described the way that functions which 
are more characteristic of individuals can be distributed in the triad, that 
is one member of the family seems to have qualities of the super-cgo, i.e. 
all conscious and expectations of high standards, another represents the 
ive or sexual drives and the third the qualities of the ego— 
are often seen when an 
ve and sexual behaviour 


id—aggr 
attempting to balance functions. Such process 
adolescent is testing out the limits through aggre 
and is countered by one parent's ever increasing demands for good 
behaviour resulting in increasing polarization. The other parent's attempt 
to balance and modify the spiral only adds to the conflict as cach participant 
feels unsupported in his extreme view. A variety of projective and intro- 
jective identification processes are going on making individuals in the 
triad more and more caricatures of themselves and less and less whole 
People. In a similar way, the loss of any one member of the triad can either 
be mourned or encapsulated as a ghost of the relationship of the remaining 


two thereby ossifying their relationship. 
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Not Surprisingly, in this difficult role, he often requires someone else to 
Create a boundary between himself and the family and the possibility of 
direct Continuing supervision and observation helps 
tendency for therapists to be sucked into the family no mat 
enced they are. 

In attempting to organize the sorts of interventions family therapists 
make, Bruggen and Davies (1977) introduced a model centred around the 
interaction between the experiences of the family and its behaviour. At 
one end of their model is a verbal ‘interpretive’ approach which can either 
be focused upon the individuals in the family in terms of their Wishes, 
fears or defences: or directed towards the group in terms of fantasies, 
myths or family skeletons, Relating to the family through behaviour rather 
than interpretation, they describe the use of action techniques 
intervention using sculpting, role pl 


counteract the 
ter how experi- 


and systems 
ay, gestalt interventions, bioenergetic 
or body language. The group dimension would include network involve- 
ments, task setting ang Structural interventions which change positions 
Within the group to alter the behaviour Which in turn affects the experience 
of the family members. They conceive of changes in one dimension 
altering the other so that changing the subjective experiences of family 
members alters their behaviour, or altering their behaviour change: 
Subjective experience. 
Madanes and Haley (1977) introduced a grid model. 
Table 1 is an adaptation (Cooklin, 1978) of their model. 
the table are the basic therapeutic modalities which they consider to be 
the basic family therapy approaches. "These range from a Psychodynamic 
*Pproach with the focus on the individuals or the family as a group; 
*Xperientia] approaches, c.g. sculpting, spatialization; an extended family 
"PProach which links the family to its roots; a family behavioural approach 
and the family communication approach which focuses on either structural 
OF Strategic methods of change, ‘They then examine a number of what they 
call dimensions used by therapists working witl 
following headings: 


s their 


At the head of 


1 families. These are 
“tered under the 


(l) t nderstanding: whether this is focuse 
(2 a the family or between individuals i 
te use of interpretation: whether 
and its rel 
(3 Vidual's bchaviour or to the family as a group. 
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di ae of analogic communication or 
al approach to communication, 


d on the past within individuals 
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of unconscious theme 
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(4) The target of interventions: whether this is one Person, two people or 
1 three or more. , 
(5) The goal of therapy as stated implicitly: whether to do with symptom 


removed, growth or the development of the development of new 
family structures. 
(6) Concern with hierarchy: the use of implicit directives in the approach, 
Madanes and Haley indicate which of the dime 
each of the therapeutic approaches. It can be scen that there is a clustering, 
so that understanding and interpretation dimensions feature very largely 
in psychodynamics, experiential and extended family approaches Whereas 
multiple targets for change, setting goals, creating new structures and 
concern with hierarchy and directives are featured far more in behavioural 
and communicational approaches. Of course there is à constant interaction 
between all these dimensions and approaches if one considers the changes 
achieved in working successfully with families, For instance an approach 
Which is concerned with understanding and interpretation of unconscious 
factors arising in the past and acting in the present, can have a considerable 
effect on Symptoms; can affect growth and can cause a change in structure 
and hierarchy even though this is not the prime aim of therapy. Similarly 
the use of directives and concern with Symptom cure can in itself have a 
Profound effect in correcting unconscious family themes although this is 
Not by any means the intent of the treatment itself, However, this grid 
aPproach attempts to indicate what the therapist has in mind in terms of 
the dimensions that he is concerned with consciously when he works with 
"milies, It would be interesting for therapists to consider which of the 
varying dimensions they use themselves and wher 
themselves in Madanes and Haley’s grid. 
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Conclusions 
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tions that are now available and used under the broad definition 
7 or therapy as described by Gurman (1978). It is a treatment 
Plicitly focused on altering the interaction between or among family 
Members, Whether these are in the same generation Or Cross generations 
' regardless of who is the identified patient. It is now possible to 
es - a wide variety of theories of family interaction w hich c 
that * and shade imperceptibly from one to the ! i 
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(W. cal Structures at different levels and of different logical types 
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5 ta e another both 
wide variety of frames of thinking which can be ir arn seen in 
in understanding the bewildering complexity o an entia interventions 
clinical practice, and the bewildering array of i ue the beginning of 
that are now put forward as being effective. WE are onde in "n Gurman 
testing the effectiveness of our family therapy jui sat research into 2: 
and Kniskern's (1979) recent extensive review of cy sre is cause to fee 
effectiveness of family therapy seems to indicate that the 
that a degree of therapeutic optimism is justified. 
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A transgenerational theory 
Stuart Lieberman* 


How does a family m 


aintain and pass on its unique identity and 
culture? W| 


hat mechanisms allow the passage of family tradition from 


one generation to the next? "These are questions that a transgenerational 
theory must attempt to answer, 


Biological communication is one way of transmitting characteristics 
to succeeding generations but other forms of communication exist. 
Animals with complex nervous systems pass learned behaviour to their 
offspring and other members of their species. In the family environ- 
ment Lamarckian transmission occurs in that acquired practices, 
behaviours and beliefs are passed on to succeeding generations. 

Transgenerational theory deals with the rules which govern the 
communication of acquired practices, behaviours and beliefs between 
generations. There is no rigorous scientific approach to the passage of 
family culture and tradition. This transgenerational theory is a minor 
step in the formulation of such an approach. 


Inheritance, moulding and constitutive features 


Human beings enter the world with inherited tendencies, traits and 
physical make-up. This inheritance includes characteristics such as height, 
Sex, eye colour and potential intelligence. Some traits are wholly genetic 
Such as eye and hair colour; others are inherited as ranges of possibility 
dependent on the environment, such as height, general intelligence or 
€motional reactivity (Lerner, 1968). . 

Acquired characteristics are moulded into the child at an early age 
during critical periods of development; they are relatively fixcd. In humans 
the moulding process ends between the eighth and fourteenth year. The 
developmental theories of analytical psychologies (Freedman and Kaplan, 
1967) postulate psychological developmental stages. ‘These stages are held 
to be universal and must be traversed successfully. They leave certain 
7 i eh a 
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our earliest language. ‘This language is one of facial and bodily position 
with vocal rather than verbal sounds. The second of the early languages 
Is that of behaviour. We learn to do by watching others. We teach our 
children by example before they can be taught by words. The spoken 
language is the third language by which we are instructed and acquire our 
characteristics. Each of these three languages is used simultaneously. 
When these means of communication are integrated and convey the same 
message they are highly effective. Conflicts between these communications 
convey mixed meanings and a model of mixed communication itself. 
Written language is the last to be learned and is capable of teaching 
concepts of great complexity as well as maintaining continuity between 
generations. Written language has preserved and transmitted. cultural 
concepts for over four thousand years. 


Transgenerational passage 


Within the family all forms of learning affect the developing child. A 
child may be taught to control his anger through spanking, isolation in his 
room, frostily being ignored or silently condemned. Each method carries 
a model upon which the child will base his own future reactions and a 
model of the way in which adults train children to control their anger. 
The parenting behaviour, beliefs and control are simultaneously and 
directly handed down to the next generation. 

Indirect influences are more subtle. They are transmitted after passage 
through the previous generation. For example, Mr Jones has a strong 
affinity for certain characteristics which his father possessed, such as his 
father’s shyness. This affinity leads him to react in a particular way with 
his son from birth. If the infant is shy, he is indulged and encouraged to 
develop shyness. All things being equal, the child will develop along those 
lines and, as an adult, he will possess the same quality as his grandfather 
Without direct contact with him. ; . 

Complications set in when family members pass conflicting reaction 
patterns onto the same child. For example, the daughter of a man whose 
father was a. professional accountant and a woman whose mother was a 
tennis professional, 1s both clumsy and intellectually dull. The child is 
encouraged by father to be studious and enters her in a private school. 
Mother takes her daughter to the Lawn Tennis Tournament every ycar 
and plays tennis with her from the age of three. Mother sabotages her 
Studies through tennis lessons and subtle derision of intellectual pursuits. 
Father fights back by emphasizing his daughter’s clumsiness in physical 
Sports, If only she would concentrate more on her studies... . His wife 


350 S. Lieberman 


F > she would | 
i to their daughter's poor academic records. bee e wife are | 
Lond re on her athletics... . Eventually, husband beer Baris 
reme ped inn that their daughter is a failurc. The dang e «hem are 
eed for ca failure to meet her parents' EXBECINERIED, € they have 
aware of the origin or ongoing effects of the complex proces 
experienced. 


: > entire 
I i x Sus ission of the 
ransgenerational Passage incorporates the transmiss 


urs luded are 
gamut of family-related traditions, beliefs and aaa le attitudes 
racial and ethnic values, religious and national traditi n, educational 
towards life, death and sexuality. Choice of apa sr sage Mie: y 
aspirations, attitudes towards money and politics arc ind do, how close 
i S do, what mothers - ily bonds 
en, whether extended m an 
€ determination of who cons ass from 
also transmitted, Family conflicts ra indie 
at times the conflict is moulded into a 


sontra- 
icting and co! 
assed on as a model of conflicting 4 passe 
older 


one generation to the next; 
vidual family member and p 
dictory behaviour within th 
On as a result of existin 
generation, 


5 ` s : av also be 
€ relative, Family conflict may al 


> of the 
§ actual clashes between two or more 


jnant 

. . ital determinan" 

llation as a basic Personality and marital d 1961) He 

Was proposed at its Breatest leve] of Sophistication by psig r es and 
Y Constellation as an individual’s parents, $i i 


„yation 

: > observa 
Parents and siblings. He started with the ob 
that oldest sibling 


1 ounges 
s s +r, as do 

s have much 1n common with each other, as do y' 

ngs and so on, 


en areas to be 
E position will 
embers (pare 


ience # 
considered in terms of ihe ee we 
Convey. These include p ar P'inant 
Opposite sex siblings, older ( ‘aut o 
unger ( gs. There is also a conti tin the 
“ills determined by the total number of siblings presen eni 
family. Tn this contin arger numbers of siblings in a family att a 
produce a greater range of skills. Self-reliance and leadership skills 
also subject to i i ing position. 

There are twelve major siblin ons. Their descriptions A livi 
a 2 8 being equal. For example, an ie copia? 
whose only sibling was six Or More years older would have little hibour" 
with that older sibling and might be more like an only child. Neigh 


re 


proadly 
dua 


A transgenerational theory 351 


a Um uem family influences can strongly affect these profiles as 
Lotion owing profile illustrates the detailed description of a sibling 
one ip rue "s brothers is the stronger, wiser and more rc- 
brothers ee ne E rcs has the natural advantage over younger 
are withal 3n X y ie years. His sole initial relationships 
(098 E A ad early formative years before his brothers appear. 
ar unis jeg Hago róle as keeper of tradition and authority 
growing mp. His m den have little experience of women while 
inexperience limits his skill the sole intimate, feminine influence. This 
Bias he has mo domina: in relating to members of the opposite sex. 

: © dominant siblings, he will feel the natural leader in peer 
groups or marriage. As an inf: : P 
du eda ae rie he e and toddler he will have depended more 
of self-reliance. » leading him to play alone and establishing a pattern 
med v sigma are only idealized representations. Their 

ificance ies in the revelation of expected tendencies, not specific 
details. Variations from these tendencies in an individual provides some 
Insight into his or her development. 

In analysing a family, the parent's sibling position in their own family 
of origin, is as important as that of their children. If father was the oldest 
brother of brothers he will tend to form a special bond with his oldest 
son, both of whom share unique experiences conveyed by the sibling 
position. It may be that if he has no eldest son he will attempt to mould 
his daughter into one, or expect more from a middle son than that son is 
àble to achieve. Sibling positions are important markers of the type and 
quality of bond formed between older and younger generations. Sibling 
Position may also indicate why one child has been singled out as a family 


Scapegoat, 
Finally, sibling 
countered in a marriage. 
Compatability of the husband’s 
'f the oldest brother of sisters marries the 
then each partner has recreated a situation simil 
their own family of origin. But if the younger brother of brothers marries 
the youngest sister of sisters both would be entering into a marriage which 
ar sibling relationships. Each would await the 


position can predict the likely problems to be en- 
The suitability of a marital bond is based on the 
and wife’s sibling position. For example, 
youngest sister of brothers 
ar to that which existed in 
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K Creates none of the famili k ve t 
ther partner’s dominance while neither has experience of living with a 


Me ? . 
“mber of the opposite sex. - Dl u 
Since marital choice is determined by other factors than sibling position 

Mere is much scope for erroneous choice and subsequent conflict. 
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Bonds and bonding 


individuals. 
Bonds are the emotional attachment between two or -—— ceri 
They distinguish family members from ‘outsiders’. any eongest 
remain emotionally close despite geographic distance. Our $ ptian 
emotions arise during the formation 
of bonds (Bowlby, 1969). 
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quality of bond formation. Is, and two 

Bonds are classified (Bowlby, 1969) into attachment bonds, vents are 

specialized bonds; caretaking and heterosexual, Attachment Bue bonds 

the general class of emotional bonds already described. Caretaking "Ine 
are those formed between persons who care for their young and the y 
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family unhappy with that prospect can seek change and the alteration 
of the Pattern. 
Ne variation in family patterns is the tendency for an event to occur 
ne generation, skip the next generation and occur in the third. There 
are families in which the grandparents divorced, their children lived 
together contentedly and their children’s children are in the process of 
divorcing. The same phenomenon can occur with premarital pregnancies, 
desertions or spinsterhood. In this phenomenon, skipping a generation, 
cach generation has been programmed to react in an opposite way to its 
immediate predecessor. 


in o 


Family collision and marital choice 


The choice of a spouse is a seminal life event since it heralds the birth of 
à new nuclear family whose evolutionary potential is to grow into a large 
extended family. The marital coalition plays a critical róle in determining 
the viability of a family. The emotional, sociological and interpersonal 
forces in marital choice are of vital interest in the investigation of any 
family quandary. 

Geographical location, social class, age, race, religion, incest taboos, 
appearance, height and weight all serve to narrow the field of eligibility 
in marital choice. Those remaining may be small in number in rural areas 
or large in urban areas (Dominian, 1974). Within the field of eligibility 
the final marital choice is based on other factors. 

The parental image can influence the determination of marital choice. 
Patterns of choice have been uncovered in which the spouse is chosen 
based on the image of the parent of the opposite sex, the same sex, or a 
Combination of both. In a further pattern, marital choice is based on à 
opposite of a parental figure. The parental 
arental personality, opintons and tempera- 
parent(s) with 
sing 


Person who is the complete 
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Mating, a person secks features which he lacks and eed Med 
Carefree, irresponsible man might seek a woman who w as sober, dare u 
and responsible. Maintaining marital bonds involves learning to accept the 


or complementary. In assortative 
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spouse as the person he is, rather than the person he was imagined to m 
If the difference between image and reality is too great, the marital ae 
suffers. Marital choice is more complicated, because it can be based i 
influences incorporated from se 
close friends of the family. The marital partner may be felt to en 
characteristics which re-awaken the intimate relationship which a em 
had with their grandmother. Sometimes what is transmitted is the wish a 
the child (now grown) to have had an intimate relationship with his grane 
mother. There is no simple relationship between the tendency of e 
persons to combine in a marital bond when they exercise conscious free W : M 
So far I have been dealing with two individuals in isolation witho! 
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extended family members is a major factor in the influence that they bring 
to bear during the developmental period of a child. Usually the mother is 
Most responsible for the early acculturation of the child, so that it is her 
family traditions and culture which are most strongly represented in the 
Moulding of the child. Where family cultures collide, potential conflicts 
may be built in to the growing child. These conflicts are continued after 
the moulding process has ceased through the conflicting family cultures in 
the family as they have been passed down from their respective origins. 


Family losses, family replacements 


Life events research (Paykel, 1973) has confirmed that losses from the 
social field precede the development of psychiatric symptomatology. The 
death of a family member is ranked as the most stressful of life events that 
individuals must face. It is an immediate and irrevocable disruption in the 
continuity of family life which sends a shock wave through the entire 
family network. For a family culture to survive beyond the death of its 
individual members and maintain its integrity as an organic whole, it 
must successfully deal with the loss of its members. 

Grieving seems to be an inherited reaction pattern. The mourning 
process is present in all primates, most mammals and some birds. De- 
scriptions of such grief reactions among animals abound in ethological 
literature with an especially poignant account given of the effects of 
family loss on a wild chimpanzee colony (Goodall, 1971). It is nature’s 
healing reaction to the wound created by the loss of a familiar and strongly 


bonded family member. . 

The reaction of a person to the loss of a loved one has been described in 
detail both in its normal and morbid aspects (Parkes, 1972). In normal 
grief an evident loss has occurred which is followed by the three stages of 
grief: numbness, disorganization and resolution. During the second stage 
disorganization) physical, psychological and behavioural disturbances 
Occur, The physical symptoms include palpitations, digestive complaints; 
sighing, sleep and appetite disturbance, ‘heartache and a hollow "ed 
celing inside. Emotional symptoms include increased guilt, hostility, 


anger, sorrow and episodic weeping spells. Behavioural symptoms es 
ining, searching, aimless wandering, loss of normal conduct patterns an 
a Preoccupation with the deceased. Morbid grief delays or distorts the 
Normal gricf : 

al grief process. , - MEIST 
Individual reaction patterns (Lieberman, 1978) affect the entire family, 
al family reaction to loss. For example, individual 
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, Oducing a more gener i E SOL Eos ‘ ae 
Avoidance became the family style in a family of five in which a child's 
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: T the 
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emotional bonds. The inevitable losses such as the separation o mt 
younger generation, and family deaths are dealt with in a ae 
Change in family structure is stultified and the generational xe ilis 
the family is frozen against the Passage of time deterring the d Hon 
evolution. This family stasis is accomplished by shifting the bond e» 
the deceased to another member of the family who acts as a replaceme 
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by remaining attached to the dece : : ied 
deal with loss through acceptance and the expression of their mi 
feelings about the deceased, the fi 
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cannot heavily influence his nephew’s wife even if a baby has been con- 
ceived at the correct moment. The nephew's need for a replacement of 

'S favourite aunt will be much more important in determining to what 
xtent the child replaces that former relationship, 

Anne was referred for depression and was seen with her parents. She 
Was born ten months after the death of her paternal grandmother, Her 
father had been very close to his mother. Their only separation had been 
enforced by his conscription. After his return from the armed forces he 
Continued to live with his parents even after his marriage. In desperation 
his wife became pregnant to force her husband to move. He never forgave 
her. Shortly after the birth of their eldest child, his mother became ill and 
later died of that same illness. Their daughter Anne was born the year 
following her death. When she was born he felt she looked exactly like his 
mother. While she grew up he treated her as if she were his mother and 
fostered the same overclose relationship with Anne. Anne's mother was 
jealous of the rclationship which developed between her daughter and 
husband, During adolescence the family tension mounted as Anne began 
to mature physically. It became clear that she resembled her mother's 
Carthy form rather than her paternal grandmother’s slim figure. The 
8Towing tension at home was obvious to Anne but there seemed no 
*Pparent reason for it. Her father withdrew from her as her maturation 
Strained his ability to treat her as a replacement for his mother. Anne 

came depressed, her father began to experience feclings of loss long ago 
displaced and the family eventually entered into therapy. 


Family secrets 

Family Secrets are those behaviours, belicfs, traditions, or feelings which 
Cannot he openly communicated between family members. Not only do 
c t, there is a continuum of family secrecy in 
A particular 
ntire 


“cret bits of information ex 
“ach family culture which exists at a greater or lesser level. 
pret May be trivial but some secrets have a profound effect on the e 
Mily network, . 
ana oo Way to maintain an intangible boundary between family members 
nd the Outside world, is by restricting the information flow by taboo or 
Su i tle 1; H r x VES 7 T ily s 
ieee: But secrecy not only maintains a boundary between a family and 
5 Surg as. a t aries : arriers within the family, 
See mi ?undings, it can create boundaries and _ se aiu. 
rets can develop out of fear, guilt or shame related to the presume¢ 
ti Sequences of the revelation of a secret which might mean the destruc- 
On orf s i s f i i 
5 ` i ; c > member who dared to star 
the F the family unit or the expulsion of the member wh c ut 
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9mmunication process. 
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Family secrets may be of several different varictics. There are = ide 
secrets to which all family members are privy but are forbidden n $ secus 
Such a shared secret may become a shared family group ir ais aen 
(Cooklin, 1974), in which the Secret grows within cach family a pon) 
while avoidance of its communication is a shared activity. Such Ds 
occupation proscribes entire areas of family interaction. Deaths Las «s 
sexuality are often the focus of this sort of jared secret. For ge undue 
death of the younger sister of Mr Osborne in a car accident deeply af ial 
him, his wife and their two children. The family members SERE rd 
admitted that they often thought of her but they were unable to share M 
thoughts and feelings together. The home became a mausoleum until, 
eventually, one of the children was referred 
family must devote much of its ener 
experiences in its life. 'This effort is n i 
and elaborates a style open to transgencrational passage. But the patter 
is transmitted without the simultaneous passage of the content. "E" 

There are secrets Which are kept within gencrational boundaries. : 
children are kept ignorant of the content of a secret, they suffer the ipn 
quences without knowing why. John, a sixteen-year-old boy, was P 
eldest child of a marriage forced as a result of a premarital prognana 
The parents hid the premarital pregnancy as well as the existence a 
death of the stillborn child whom John later replaced. None of the anaes 
knew of these facts or the continuing cmotional effect on their paren e 
John was required to replace the idcalized, perfect image of a sister whos 
existence was unknown to him. 

Secrets may begin as feelings, fant 
one family member, T 


i ‘ms. A 

for behaviour problems. 
i id formative 
By to continually avoid dae) i 
it creates 

ot only lost to other ends, it crea 


asies or actions encapsulated eae 
kept from all other family membi 
ationships by binding and freezing potent! 
3 context of the family. Ate 

Each of these types of secrets may co-exist within a family. ‘Phere ME 
specific Secrets held for various reasons within families, but a dunes, 
"i Secrecy exists as a Major relational Property which can differ from Hin y 
to family and generation to generation, The atmosphere within a fam? 


ay su sihe as : ; : » with- 
may stimulate the sharing of fantasies, beliefs and emotions or the W 
holding of them, 


Family evolution 


jn 


Family evolution refers to the change in f; on? 


: S ats 

: i amily culture as it is passed jiti 

from generation to generation, Family beliefs, practices and m. dE 
which have been handed down through the generations alter and c^? 
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The author's family ancestors, who lived in Poland three centuries ago, 
Wed a very different life to his. Some family cultural elements have 
Survived through transgenerational passage, but many others have dis- 
appeared or changed while new practices, beliefs and traditions have been 
acquired, 

This family evolutionary process is Lamarckian in nature, since acquired 
Cultural patterns are passed on to the next generation. Family evolution 
Occurs much more swiftly than genetic evolution can hope to do. Natural 
Selection took millions of years before evolving animals which could fly; 
man succeeded through cultural evolution in a period of years. aie 

For family evolution to occur, there must be a variation between family 
Cultures, ä means of passing on the revised instructions that produce a 
moulded variant individual, and a difference in the fitness of such variants. 

X€ Variation in family cultures and in the larger cultural heritage that they 
Share is legion. The development of these variations has occurred as a 
result of processes similar to those operating in genetic evolution. In his 
description of cultural evolution, Skinner (1973) used the analogy of a 
Culture Corresponding to a species, with the same people transmitting 
both Senetic and acquired endowments. New cultural practices are 
Compared to mutations which spring, for example, from the idiosyncracies 
of portant leaders. The food allergy of a strong leader may be passed 
9D ds: à new dietary law. Geographical isolation, taboos or religious rules 


May lead to the ‘inbreeding’ of various practices leading to the establish- 
Ment of New variations in culture. Hybridization can also occur in which 
s marita] coupling of partners from two different cultures can produce a 
We uniq ue fami he sof its own. A A : 
> ‘amily dore k kaar s the possibilities of change in a wr 
Systen, over time. The process of family evolution may resolve pure 
the quand nted to the therapist. For example, the BB ing 
Cultural environment can greatly influence the moulding of the E 
8eneration, Immigrants living in alien surroundings find uc dae eit 
“Ssimilating the culture around them whatever tiek DED es are 
ia be conflict between the older and younger generations , Pn i d 
hen in the Indian and Pakistani communities 1n id Dos : 
ine. cliefs as well as people. A pe dt step which is then 
ould 


ary pres 


a 


Whose resolution represents 


ed into succeeding generations. : 

A pogge i 's change in the 
^ family evolves over the generations as a result of chang bubus 
Physical aei l ! l l environment as well as through isolation and 
7.741, social a cultural e ; * wee 
ae is widely disseminated and put to use using 


ridizati s 
‘ization, New knowledge 
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anges in 

unication methods. Such knowledge leads to Sark dta 

modern pedi. es which can instil new traditions within a feni asl 

DOM ou vn id look at the impact of modern culture on ia forgé 

um Veto aie which are usually no more RRE des 

extended families. Within one gencration the old puse pese 

three or four generations most of them have even pee whi areeni on 

Family evolution provides a broad perspective in w ite ut nl 
of children from their parents is seen as part of vas GAS wae 
system. It rounds off the concepts of a transgencrationa ) 
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The impact of a stillbirth on a marriage 


+ 
| 


Remy Meyer and Emanuel Lewis’ 


The crippling consequences on family life of the failure to mourn a 
stillbirth adequately are demonstrated in a vulnerable couple. They 
were helped by brief, planned, focal, conjoint marital psychotherapy 


which is described. 


ae attention has been paid to problems arising from stillbirths, although 
ut one stillbirth occurs in every 100 births. This avoidance, identified 
+ ea (1968) arises in part from a reluctance to deal with the issue of 
m 1n a setting preoccupied with new life. Deep-rooted anxieties abaut 
“ieee A added to the experience of stillbirth as a non-event n: 
7 a difficult to think about and so lead to its neglect by m eta 
rise see (Lewis, 1972, 1976). ‘The failure to mourn a stillborn eh p a 
chil i Severe emotional difficulties for the bereaved parents and their 
“ren (Lewis and Page, 1978). 


The Case 

[rs H. consulted her General Practitioner for somatic pain, depression, 
i 1 . : : $ tae) ogative > 
'gidity and dyspareunia. Somatic investigations were negative. The 
"enera] are that this couple had had a stillbirth 
Ourteen g of our interest in stillbirth, 


refe 


) s 
Practitioner was aw 
and knowin 


/ 
yet H aged forty-two, was i 
Was self-controlled and emotionally 
an, was emotional 
m both. 
d had a minor brain injury shortly 
ble outbursts of anger. His 


stitty-four, a slender, pretty wom and talkative. Mrs H. 
MIS to be expressing feclings for the 
“lr H. was an only child. His father ha 


afte E 
€T the patient's birth and had unpredicta 
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mother was anxious, and tried to appease the father to avoid his anger. ^ 
reccived little physical or emotional warmth from cither parent p Pis 
expected to bottle up his own feclings. At the age of five he started po 
stomach-ache which often forced him to stay in bed for several day S. ig 
left school at the age of fifteen and after apprenticeship pane as ! 
technician. He worked exceedingly hard, felt undervalued, but could un 
ask for an adequate wage. He still lived at home when he met his ome 
girl-friend at the age of twenty-five. After she left him he began to AS 
heavily. One year later he met his wife at a party; he was drunk and sh 

cared for him while he vomited. 

Mrs H. was the eldest of four children 
santly. Her father drank and was violent 
provoked rows by denigrating the father 
father worked irregularly and ke 
to support them. Mrs H. was 


. Her parents quarrelled Lp 
. Her mother was abusive ane 
in front of the children. "e 
Pt leaving the family and her mother hac 
expected to take care of her siblings. v hen 
she was ten her mother was ill and the patient had cared for the family for 
à year. Her parents divorced when she was in her late teens. Although the 
patient was so helpful, her mother had preferred her siblings. | 
Both Mr and Mrs H. were emotionally deprived children. The husbane 
was shy and unable to make overt demands. The wife kept her need for 


b de 1 S. b ‘variously: 
affection at bay by caring for others, satisfying her necds vicariousl} 
Their marriage perpetuated 


; assively 
u an interdependence: the husband. pass 
receiving the attention which his wife seemed cager to provide. 


Evolution of the marriage 


d 


arried for two years until Mrs H. wanted children 
Mr H. opposed her wish for a child but his wife insisted and he gave ie 
When she got pregnant Mr H.'s stomach-ache returned. The wife blame” 
herself when she bled after she fell downstairs. At hospital several geto 
examined her but did not tell her anything. She was frightened and felt y 
a loss. On one occasion she heard a ‘doctor say that the child was alreac? 
dead, another time a doctor Suggested that birth should be Caesarean, dn» 
a third waited for Spontaneous labour, Whenever She: anc. Wee husbant 
asked what was Wrong they received ey Sive and contradictory answer 
Her husband was told to go home because delivers sas ABE imminent 


lhe next day he was informed that his wife had had a stillbirth- 
arrived to find his wife still in ] 


; gent” 
abour and was told that it was unce tor 
whether the baby would survive, They were both utterly confused, Lat 
between hope and despair. The baby was born dead. It was taken pt d 
3 ad. [t was ET 
no explanation as to why the baby 


They were happily ma 


once and the parents were given 
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= be = $ as discharged after three days. The husband felt that he had 

i cs ias "s casual way that he should arrange the funeral, which 
Bone. attended. ‘he baby was not named and was buried in a common 
Pail — the wife developed her physical symptoms and feared 
ilio] nnd m Wu cancer. Intercourse, previously. satisfying, became 
der Be ania vanis In despair she consulted one doctor after another. 
isha -— à aparotomy was negative. A few days after the stillbirth the 
aili n jud a car accident in which he was at fault, and was briefly 
nospital. He developed a headache and bi-temporal hemian- 

eye symptoms resolved but then his 


Opia 
pla, but had no organic disease. His 
, and often 


indigest; 
PE rr came back. He felt miserable, fainted repeatedly. 
Uli in bed. 
Biome aI a doctor advised Mrs H. to become pregnant 3 
Pregnane years after the stillbirth and her pains vanished during the 
care of tiie mos fhe husband s condition deteriorated. Mrs H. had to take 
the coup] cH by his bed and holding his hand. During this pregnancy 
inia, vn very anxious, wondering how the pregnancy would end. 
others, Tl bn. were unable to share their fears or talk about them to 
care eei chose the same hospital for the birth, hoping that special 
Was lost T be taken. But nobody remembered them, and Mrs H. s file 
rustratic heir hope in the hospital was destroyed and the despair and 
"They m of the first delivery were revived. MM ; 
Son a! dg healthy baby but Mrs H. found it difficult to relate to E 
requen ‘ae J lost patience. He refused feeds, vomited a lot, ane cried 
d TM She was unable to soothe him. Mr H., on the contrary pe ao 
and wa with the baby, which reinforced his wife's feclings of inadequacy 
thle From an early age this boy had asthma. He 


Tad h 1 he would dic. She 


os his mother feared 
r of occasions and hit him so hard 


again. She got 


à ssness as a mother. 
t ae severe illnesses when 
at she i i with her son on a number 
Tis mae scared that she might kill him. —— oe 
: Uds later she got pregnant for the third time. During ra s F = 
Yer ia was so exhausted from caring for her demanding pir : a 
expe d that she left her husband to stay with her mother. = € Sa 
tat, Acted cflect upon Mr II. He lost his indigestion and ever sincs " 
Tho. mptom-free and active! Mrs H. gave birth to another healthy boy. 
bar started their own small business, and ran it together successfully. 
ý a Mrs Hs somatic symptoms returned. 
te equilibrium within the marriage Was labile. 
Binet en cope with all her tasks she gave up ied 
St her own needs, relinquished her caring róle 


Nan 


When the wife could 
reaction formation 
by going home to 


no 
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‘r husband 
mother, and had since felt ill and become dependent on her hus 


e RM i came active ant 
Mr H., no longer able to lean on his wife, felt less ill and became acti 
J " 
successful. 


Focus in therapy—the stillbirth 


3 
The couple received planned brief conjoint peyeho (iain, 1 
1976; Gill and Temperley, 1974). They were seen twenty-cight eon di 
a period of seven months by Remy Meyer. In the first iw " 
couple linked their difficulties with the stillbirth and the wife so inm fe 
They became aware of their fear that they might lose control ae ies 
expressed intense feelings of resentment and anger. They realize 
powerful feelings, awakened by the stillbi 
unconscious aggressive fantasies 
vations. They shared the unconsci 
had killed the baby. This uncons 
survival of their two children 
This guilt prevented them fr 
They expressed feelings t 
Was dependent, Passive, te 
blanket. He was often ill. 


rth stemmed from deep-raote 
associated with their childhood dep’ 
ous fantasy that their hatred and Lens 
cious shared fantasy, unmitigated by l^ 
» made them feel guilty about the stillbir 

om enjoying life. old 
hrough their children. The eleven-yea old 
arful and demanding. At home he carried i» eis 
He expressed his parents’ sadness, mepa 
and unsatisfied needs. The nine-year-old was aggressive and intrusive ? 
wanted to know everything, 
Parents were ostensibly | 


€ children’s behaviour became more balanced. 
therapist or show disappoint” ms: 
avoided conflict but had somatic sympto H. 
a break, Mrs H. had a headache, and ME 
E avoid criticizing they idcalized the vpn 
Mrs H. initi d a flirtatious attitude. She implied that ne 
therapist was the only man who could understand her and provide be 

love she longed for, Mr H. was submissive and felt the therapist knew ed 
the answers, W ng their sense of worthlessness they report 


sH 
husband. A train 


aw h 
€ felt deserted and helpless. She saw 
mother seated and talked to her, but was ignored. 

: is 
The same night Mr H, dreamt that, coming home, he discovered p 


rd 
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Car on sale in his neighbour's garden. It was an old make of 1934 (his 
year of birth). Puzzled, he then became angry because he had not 
authorized the sale, and the price being asked was half its value. He 
Wondered how they could come to therapy without the car. 


Mrs Ls associations were about her disappointment at never receiving 
help but fecling responsible for everybody. A distressing experience had 
cen that of helping a woman who had had a stillbirth remain confident 
throughout the next pregnancy. She longed for comfort during the 
Pregnaney which followed her own stillbirth. She was jealous of her 
husband who, she felt, selfishly took pride in his shop and enjoyed model- 
mg airplanes, Mr H. feared that he would be less attractive and capable 
*5 he got older. He felt that he would be taken advantage of and be looked 
®Wn upon because he avoided rivalry. . . 
‘he dreams are a nice instance of how dreams in conjoint marital 
treatment can be used to understand the shared unconscious conflicts and 
Axieties, The couple shared a sense of failure and shame which was 
highlighted by the stillbirth. Together they had produced a stillbirth, the 
Barbage, With which no one had helped them cope and with which they had 
aled to help cach other. Their sense of worthlessness was rooted in their 
deprived childhoods when, as in the dreams, they had felt neglected and 
“ndervalued since birth. The dreams and their associations to them also 
Showed their fear of dependence on each other and the therapist, their 
Worry about coping with their anger, and concern that their improvement 
,UBht not be sustained after the treatment ended. The mutual dependants 
- rivalry in their marriage was mirrored by their rivalry for the therapist 
th : Strange and uncanny event happened towards the ied prp, je 
s annie sary of the stillbirth. At the same time of night when a d » 
"n fifteen years before, burglars forced their way into the og pecus 
vi ps front door and cutting themselves. Ps ue Hier usd 
Out ca y dropped on the floor. Dis pe = e ad os They left a 
of the shop through the rear entrance breaking a wind hs. fepe 
V me Mess behind, but took nothing. Only then did the couple wake up- 
S 


-— ave been set 
alig} L was terrified by the idea that the bonan MS jt strong 
Sht by th ainted, but then su : 

à T » nearly fainted, 2 3 
“ough y he mintahies. he near y times in overwhelming situ 


to cope—as she had done so many ; hich had 
E^ į ich ha 
pons throughout her life. Her first concern was for — a es 
i Ed to bark ; i issi Scared that the burglars might ha 
it, ark and was missing. C3 4ll dirty, ostensibly having 
a Was greatly relieved when it came back, all dirty, OS Lr want 
âd à good time. Mr H. reacted to the burglary by saying tha B his 
Ave kicked the burglars in the face had he got hold of them. But his 


mi gl 


Deg 
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" to 
initial anger vanished and he became depressed : : Ln bound 
happen just when they had been planning to enlarge t * : M a -— 

They were shaken by the resemblance between the burg ary versi 
stillbirth. We were all amazed by the uncanny timing on the S ation 
of the stillbirth. Both had begun, in view of their unconscious i ce dnd 
of intercourse, as a violent penctration from the front. After wee. c Li A 
and uncontrollable things happened inside leaving a bloody e this 
stillbirth can be unconsciously perceived as like garbage or 1 i 
burglars, too, left by the back door. Like the stillbirth the pies E 
one sense a non-event, for nothing was taken. '| he couple X i they 
that perhaps nothing inside had been worth stealing, but believed $ 


à ing another 
would be able to enlarge the shop. And they considered having ano 
child. 


In the previous session the question h 
be able to manage after the end of the 
Would this ‘therapeutic Pregnancy’ 
Le. would the therapy be 


ad been raised whether they sue 
rapy. We had talked in terms ild 
lead to the birth of a healthy we 
à Success and enable them to cope Dunn 
further help? Mr H. had been hopeful whereas his wife was bast her 
Now confronted with the burglary she had shown strength, taking ui Y 
old pattern of coping in distr. ing situations, whereas he had Mu its 
tended to give up. The equilibrium in the marriage seemed to shift dE 
original balance, The burglary was discussed as symbolizing their vic the 
treatment. The therapist had entered their minds, risked with meo. No 
awareness of their destructive fantasics and sense of worthlessness- the 
irreparable damage was done and they had proved able to cope pe 
Cog we all came through a dangerous situation unharmed. Thou! 


» for 
Shortly to be tobbed by the ending of the treatment, there was hope 
the future, 


In the remaining sessions 


nt, 
satme 
» aS often occurs near the end of tne ymp” 
^ro rae 1 H Sy 
there was anxicty for the future anda temporary return of somatic sy™ 


rp e r ist p 
toms, They unconsciously feared that their anger with the therapist £? 
leaving them might harm } 


1S 
À rmn for D , 
him and so they showed great concern mm ' 
health. Mrs H. made à slip of the tongue, saying that she was fig she 
against her loy ing feelings, The ] | 


: d tha 
TM Quite moved, she remembered thé 
“hen she marrie 


j er to expect, w Ten 

lhey were delighted that their children were now more affection. 

Sponranbosly kissing their Parents. Mr H. w. pe | 
35 y z oy bi 

the warmth he haq longed for from his father. In the last session they x 

talked about havi ; 


» pne 
s 5 sir t 
child who could be raised with the 
understanding. A pre 


: chat he 
d to discover that sex, unlike w 
as pleasurable. 


Impact of a stillbirth on a marriage 367 


Discussion 


Fi limitations of this family were exacerbated by the stillbirth. Emotional 
ves RM early in life had crippled the psychic development of both the 
usband and the wife. The lack of affection had fostered resentment, 
envy and jealousy. These feelings had been repressed, but remained a 
Source of potential danger. To protect himself Mr H. had become passive 
amd dependent. He seemed detached from his emotions and the anxiety 
oe Up by his disappointments and repressed anger found expression 
aid rai troubles. All he was conscious of feeling was that he was weak 
herefore harmless. Mrs H. had tried to overcome her inner longings 
vicari W ers. By taking. care of them she had 
adr satisfied her own needs. ‘This caring rôle was mrena h 
TG ng and made her feel good. However, a child would make t ae 
oe of their need for the love they had missed. A child was ünitonseigus y 
en an intruder, as a rival, who would put enormous Aimane pe 
Sinka px deprive them of all that they now enjoyed together. Mr H. 
Sed this when he tried to counter his wife's desire for a child. 

Phor the child was born dead, it made them feel eee a 
bu ia joined in destructive intercourse murdering the d e 
ath ented them enjoying intercourse. They feared that in the excitement 
destructive impulses that they had been 

as triggered off by this con- 


Y identifying with the needs of othe 


ieee they had let loose 
tiges to control. Phe anxicty which ys es und ue ste 
üt lon with their unconscious destructive impulses a B i te 
.1 Somatic symptoms. These unconscious impulses and feelings ae 
mee it all the more difficult for them to come to terms with this tragedy. 
y hey had been unable to mourn their stillborn baby. Stilibirths are in 
a extremely difficult to mourn (Bourne, d pls vias us 
ion of silence’ described by Lewis (1972) bei 2 2 e 
Pain e a stillbirth was well demonstrated by this ieee aie eh : 
inen guilt hidden within themselves. They had not discuss 
Wie nor with relatives, friends or doctors. won 
tem n, Mrs H. became pregnant again and had : - ibit i 
m Porarily recovered. However, the new baby and the SH s Mn 
therhood only partially relieved her sense of worthlessness. er : 
‘ficulties and the failure to mourn her first child left her tormented by 
iol UnWorked-through feelings of guilt, shame, sadness ana (omes 
a ich made it difficult for her to love and care for her second child. x 
Win been difficult to nurse, vomiting or refusing pice. $ ias a gud 
die had been poisoned with h Mrs H. was e c ues a 
Ieult to continue to be a person who cared for others. On occasion her 


atred’. 
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hatred surfaced and she had hit her child so hard that she feared e FE. 
kill him. Failure to mourn a stillbirth is a predisposing factor in 
abuse (Lewis, 1978). 

After the stillbirth Mr H. had had to be 
developed a conversion symptom, 
that he ‘could not sce clearly’ 


admitted to hospital. He had 
the symbolic meaning of which a 
, ie. that he unconsciously felt incapable 0 
facing the fact of the stillbirth and what it really meant. His sye a fill 
settled but his indigestion returned. While he had received his "n sia 
attention during the first two years of marriage he had been PM a "d 
free. The return of the indigestion during the first pregnancy "oi ihe 
indicate that he felt in the position of a hungry and impotent riva ° fice 
child. Eventually, when his wife refused to look after him shortly Ber ak 
birth of their third child, he recovered completely. He could no laniger life, 
dependence on his wife. He also, seemingly for the first time in ang endi 
found satisfaction in pursuing his interests and in building up his E 
shop successfully. Suddenly and unexpectedly he became strong an 
capable allowing his wife to depend on him. je 
Despite their desperate attempts at rescuing their marriage by unco 


Ies B H B H e 2 1 > fe il 
sciously shifting the equilibrium within the family, everything in the family 
had since the stillbirth be 


en slowly ‘dying away’. They no longer eme 
each other's company. Their Sexuality was more or less dead too. Mrs " 
Was convinced that she was Soon to die of cancer. One essential aim 
therapy had been 


to bring the stillborn 
enable the parents to mourn it 
of the stillbirth j 


symptoms 


no longer 
hips. 


ing their relations 
A marriage is, 
aims and needs 


ic 
š : surot! 
arrangement in which net 
collusive fit occu 


„a 
Mutually satisfied. In this ET 
rred between the wife's need to help and make sacri pel 
red for. Joint interpretations oc. 
ioe À unconscious fantasy (Pincus, 1 “ith 
The interpretations were the here-and-now relationship ai 
€nce from which they could a 
cessfully with the treatment pro 


m an experi 
hemselves suc 


and they worked assiduously, 
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Behavioural work with families 


! Jo Douglas* 


n this 

Aie paper 1 oS to present a sample of behavioural work with families 
;/tecognize m n ; amily therapists to understand the techniques used and 
[Both have « sus the fields of behavioural and family therapy merge. 
‘\slthough it DN and knowledge that could benefit the other and 
(to a family d a seem unusual for a behaviour therapist to be submitting 
fields of tee herepy joa, I feel that it 1s important for people in different 
areas. rapy to be able to understand work being carried out in related 
luem imagine the horror and boredom generated in non-behaviourists 
-| the ore. pick up a behaviour therapy journal and attempt to interpret 
Sesiones] id I aim to provide a translation and a selection of relevant 

Tiera 5 Work that could interest a new readership. . " 
ave been two major trends in behavioural work with families 


Over 

the qs pem d 

le past few years. The first has been a move from the therapist 
an individual basis to therapy 


treat] ) 
nens child's behaviour problems on s to t 
Pehavigu S me, and specifically trains, parents to change their children’s 
| and Wet; : his has been described asa ‘triadic’ model of therapy (T harp 
through ze, 1969) where the patient (child) is treated by the therapist 
Peers ^ mediator (parent). Teachers (O'Leary and O'Leary, 1972), 
(Solomon and Wahler, 1973), 


| 1977) l and siblings (Colletti and Harris, 
Vapaeiy been similarly used with the thera a consultative 
SERY, J 


Sec 
Sree there has been a move to usc. 
‘Ontractins amily communication and interieuon pat 
1q entify d approach. This requires family members to work together to 
ther fan dcir particular conflicts and specify clearly how they would like 
1S to indi members to behave in order to solve those conflicts. The aim 
able them to exchange more appropriate Ways of behaving towards 


pists in 


behavioural techniques in 


| B 
terns using a family 


* 
Dep: A - " 
t tions a ent of Psychological Medicine, Hospital for Sick Children, Great 
d Street, London WC1. 
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each other so that each member gains something from care 
Skills of bargaining and negotiation. are central inim ee, 
explicitly taught by the therapist (Weathers and Li m x e to, combin 
An additional and Very recent development has rm Behaviour: 
behavioural techniques with family therapy approaehes: Sdn kind 
work has contributed techniques of changing the symptoms, 4 t fibres 
therapy has concentrated on enabling the family to rt male allor 
within the child and realign relationships within the family tha pidum: 
the child to remain symptom-free. Many of the tasks ud ed withii 
family therapy are behavioural Strategies Which can be a tae o 
the learning framework, but are incorporated into a systems anal) 
2 d 4 Ing. HET. ilies is tó 
e viec MN working with children and their d B 
remove the presenting Symptom and ensure that the improven pam 
maintained. This may require simple directive advice on how to pan Pr 
the child, or it may require extensive help with a destructive neta 
relationship. The therapist at all time needs to be aware of the ig SR. 
factors of a Particular Symptom and take these into account when ish 
mining the treatment plan, Therapy which is too shortsighted in us si ! 
can be as much of a waste of time as therapy that looks for por 
problems. Directive management advice within the behavioural pact 
is effective Where there are nO other serious factors in the family ar 
contribute to the disturbance, But there are also families that require nil, 
extensive help, Perhaps with the Marital relationship or roles in the fam!) 


: - ind’ 
before the Parents are able to provide the appropriate limits and bot 
aries for the child, 


Training Parents to chan 


Parents have been helped 
Problems in children, NT 


ge their children’s behaviour 


aviouf 
Successfully to change a wide range of Puri 
; uch of this has been centred on difficulties hee l 
with retarded children where extensive training programmes have tro'| 
devised for Parents to teach these children self-help skills and ip a 
some of the excesses of behaviour that these children show (Howlin e 
1973; Revill and Blunden, 1979). Anti 
is the other r nting problem t ing t | 
teaching the parents management techniques. These involve an ee a 
parents specify the behaviour that Needs to be changed, teaching iah and 
respond Positively to the child’s appropriate and desired [orm F1 
either ignoring or deliberately extinguishing the problem beamen w h^ | 
time-out procedures that remove the child from contact with people 


| 


: ive. behav! 
-social and aggressive beh: 


D. 
jai er r tackled P) 
Main prese Nat behaviourists have tack d 
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Nae the behaviour (McAuley and McAuley, 1977; Peine and 
ee b m" Clinical work of this sort relies mostly on the parents 
advice = a the child is behaving and how they are reacting to it, 
prablema pe and the therapist may model how to cope with certain 
- T i omprehensive reviews of the literature exist that describe the 
| Grain fe treated and the methods of treatment (Berkowitz and 
| 1976. "t l 972; Johnson and Katz, 1973; O'Dell, 1974; Reisinger et al., 

ig ar i maid of the literature is single case studies where the child 
tese as his own control, but I have chosen to describe one particular 

, as it demonstrates the scientific rigour 


Pie. pom in more detail 
Faiteren m a the outcome of treatment. . 
Piden c b his colleagues at Oregon University have t dn 
and del a behavioural programme of intervention for aC aggressive 
and Baa eas, boys (Patterson, 1974; Patterson et al., 1913y Patterson 
Month Pk d 973). They selected thirteen families to participate in a three- 
text that fe programme that involved reading and passing tests on a 
Mient: d esoribed the social learning framework, and where a 
, Mana ia group that taught them how to pinpoint problem behaviour an 
$n go the child more appropriately. The child management pe | 
a high rodelled and role played within the groups and the parents received 
Sh rate of praise and encouragement for their attempts and successes. 
Proce ale with the training programme was a rigoron eon 
tecord ure in which observers were trained to categorize aora = 
after net so that detailed analys could be taken before, during m 
lies ee Also parent global ratings of the child and occurrence 
;Clerral problem were recorded. 
J results showed a significant drop in the amount of problem be- 
ition ät the parents had chosen to work on, but there Fus s 
funr td in the other. difficult behaviour shown » Hin cá Pan 
obsery, Teports were much more optimistic about meg s ju ici 
Teal — revealed, which raises the interesting query 


Th 


attempted to 


Nay: 


ct of treatment. 
€ Parents’ perception of the chil 


if ve ne rater under- 
n of treatment success, and if so then we need a greater ume 
ilies (Johnson and Christensen, 


8 of the labelli ss in fami 
abelling process in ta n : j 
se use of rigorous evaluation pro- 
ily interaction in 


d could be the most important 


19 in 
e ur Johnson and Lobitz, 1974). The j f 
h 55 Involving detailed recording and charting of fam! ahis] 
hag Ome reveals significant information about what the therapist thinl she 
jug, S hiéved, "Phe usual parent report that. guides everyday clinical 
Chay ment of improvement seems to bear little resemblance to the actual 

8¢ of parental reaction to the child (Taplin and Reid, 1977). Such 


the 
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findings are vital in guiding therapists towards more aie duis 
ventions and are a feature of behavioural work that fami Uy Be a iie 
should well bear in mind. Evaluation methods should be qi cis E ies 
precise features of interaction the therapist is attempting to € umida 
family, and not just the presenting symptom or global estimates of imp 
functioning. . NS TN SENE 

The other major point raised by the Patterson work is the we y 
à programme for families with other severe problems. d hey p had 
some parents lacked the most rudimentary parenting skills ns liie. 
neither the resources nor the expertise to sufficiently help those fi o sud 
but parents suffering severe environmental stresses of poor heus ie z 
financial difficulties were able to learn the skills. Later work by Fer n Bot 
al. (1974) mentioned that such a treatment programme did not ine 
the serious marital conflict and hostility towards the children that exis "d 
in the seven families that they treated. But Patterson et al. (1973) eiim 
that they offered additional treatment for marital difficulties, problems 
with siblings and depression, as well 
elsewhere for help with other difficulti 
possible to train parents in m 
are dealt with, 
clear, 

This type of therapy 
family m 


as referring some of the eur 
es. Their impression was that ides 
anagement skills before their other difficu ve 
but the long-range implications of this procedure arc n 


a 
does not aim to change all of the problems thari 
ay be suffering, but does attempt to help the parent and child 
oercive bind that can painfully become established (Patters ui 
1975; Patterson and Reid, 1970). The therapist may be able to release t ë 
child from being the central bad figure and the techniques used E 
effective and efficient in doing this, It may then be possible to see go 
clearly the other B f the family agree the focus of work € 
then change, 


. . city, IP 
'havioural family work i ` To a 


ually reinforce 


each other for behaviours 
and 


art 
healthy unit (Azrin et al., 1973; ris 
l resent at the clinic, the relationships may ™ 3S 
become pathogenic so that deviant behaviour issuppanod and the thet 4 
has to determine Which interactions are maladaptive and how they : 
being maintained. The pro 


ing 
: : : iye, teachin 
: Cess of therapy is active and directive, te fami 
more appropriate modes of communication and encouraging the P? 
members to take responsibility for change. 


n 


/ 


| 
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Pt i approach has been devised that can be offered as an 
in which “ pes 1970; Weathers and Liberman, 1975a), or as a game 
1974: Ble e» monly can actively participate and learn from (Blechman, 
tantes d et al., 1976a; Blechman et al., 1976b). In families that 
belio aa CSCC relationships can develop that are punitive and 
tiene causing alienation of the child from the rest of the family. The 
acting exercise is aimed particularly at this type of problem and is a 
at each stage. 
tify rewards for others in an 
they identify rewards for 
ach member is requested to 


"MUS process with set tas 
Mara D each member is asked to iden 
nie nn pa animosity, and secondly, 
read out es ERE ser priorities on these. Thirdly, each r 1 
© fern wet of their rewards and attempt to explain how difficult it would 
empath "oh her member to carry it out. "This process of building family 
allows i 1s an essential ingredient for negotiation to take place, and also 
of the imd members to place a cost on providing that reward. The heart 
Which — exercise is the negotiating and bargaining of the contract 1n 
T secs are exchanged at equal costs. This approach has not been 
Very e i y Popular with behaviour therapists and the literature is not 
771 pa The effectiveness 15 not well supported, even when 
1979. v" prompting and video-tape fcedback have been used (Stuart, 
7/2; Weathers and Liberman, 1978). The failures may be due to thera- 
35:3: vifi i contract procedure rather than using it 
a for teaching the family members how to improve their com- 
no ication patterns. Contracts can bring about immediate and temporary 
sar tements in the family relationships, but additional help is also 
Cessary to maintain those changes. Stuart and Lott (1974) have found 
oe of contracts appear to be more dependant on the individual 
one Pist than on the characteristics of the family, and that d 
the me may be related to the relationship with the therapist rather than 
contract features. Similarly, Alexander et al. (1976) found that the 


gl s 1 at 
rms quality of relationship skills of the therapists made the most sig- 
leant contribution to outcome. They qualify this by stating that relation- 

ilies and that 


s 

SAL i H B B "n3 H " y 

well skills alone are ineffective 1n modifying delinquent fam 
"Structured therapeutic techniques and an operational framework are 


also 
Necessary for good outcome. 


pep sander and Parsons (1973) 


ists rely] Í 
ren relying too heavily on the 


have demonstrated a very successful 
ne treatment programme for forty-six families a pes 
op i ]t was designed to increase family reciprocity, clarity of 
. munication, and contingency contracting of the type just discussed. 
i " previous study, Alexander (1973) found that these families showed 
8h rates of verbal and non-verbal behaviour that was threatening and 
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punishing to other family members and produced defensive behaviour = 
return. These processes prevented the adolescent from joining pooper 
atively with his family. In contrast, normal families had at 
discussions in which members sought and gave information frecly, pie 
fostered a mature and equal pattern of communication between the 
parents and the adolescents. On the basis of this, Alexander and Parsons 
(1973) set out on a short-term programme aimed at teaching these delin- 


ni ‘ P aerians ANG Coit 
quent families to talk more, be more equal in their discussions anc 


positively interrupt each other for clarification. The therapists emphasized 
directness and clarity of statements, interrupted maladaptive sequene s 
and encouraged the family to use positive rather than punishing state- 
ments. Clearly, the purpose of therapy was to focus on the process O 
communication rather than the content. A major manipulation was to 
systematically encourage and praise appropriate patterns of communication 
so the family received positive feedback about their attempts to change 

The programme was particularly successful when evaluated against 
client-centred family groups 


» à psychodynamic family programme and i 
treatment. control. Outcome measures included the recidivism rate e 
process measures of the amount and equality of talk time. T'he important 
aspect of this paper is the use of behavioural techniques within a eee 
orientation which demonstrates how an understanding of two theoretica 
Viewpoints can produce a tre ane 
powerful, 


Eisler et al. (1973) used a variety of behavioural techniques in short- 
term family crisis intervention, They aimed to help the families develoP 
Reve problem-solving and coping abilities which could be extended to a 
Situations, Part of this process was to teach family members to expre? 
Positive and negative feelings about the problems they faced. The teal 
niques included role playing, adaptive and clear communication skills, 
video-tape feedback of the families’ problem solving strategies and mixe” 


messages, and modelling and b ; anag“ 
i ; : chavioural rehearsal of methods of n ei 
ing hypothetical crises. Nod f this 


ata has been pre: " » efficacy 9 
approach as yet, presented on the e J 


atment programme that is effective 


— MÀ 

be successfull demonstrates how behavioural technique? eat 
esstully used to change a family's interaction, but it is also € i 

that behavioural theory does not contain i s 


any particular propositions uw" 
al behaviour. The type of ana : 
an individual's behaviour is not appropriate 
and additional concepts nced to be introduce’ 


ide 2 rere: S : 4 can 
prov ide an overall treatment Structure that behavioural techniques C? 
used within. 


r Pposed to individu 
that can be carried out on 


that of a family group 


| 
j| 
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Ac "NN 
ombination of behavioural and family therapy 


Son 

ne structur: r, x * 

mere uctural family therapists advocate an approach that ignores the 
ing symptoms in the child and aims directly to loosen the destruc- 

amily so that the child is freed from the 


tive relati : 
relationships existing in the f 
ach with 


tüle-w£ 

ir dM bearer (Haley, 1963). This is a successful appro 
child's E but in many instances the family 18 SO preoccupied by the 
& ane oF ko e iw is very difficult to approach the problem initially 
offer kelp n i Jioc oil m In such cases behavioural intervention can 
child. If Pais panting to the parents an alternative method of treating the 
own Heus ieee able to carry out the changes necessary 1n their 
to examinin Ir Metodo the child, then they may become more amenable 
inability to E euin generally their role in the problem. Alternatively, their 
Among the Pe out the advice offered may raise issues and difficulties 
bim ofa amily members which once exposed can then become the 

eatment. 


Meali E 
Tealiea (1976) has advocated 


initially changes ady ‘conjoint behaviour therapy’ which 
Parente’ pee a the child's behaviour and moves on to focus on the 

ationship. He sees change in the family as supporting and 
child. He has described a treatment 
boys, a seven-year old who 
» & seventeen-year-old 


ee ee 
we the improvements in the : 

ne for five families, two encopretic 
ne and at school 
ar-old with frequent temper 
e initially trained to 


Mine oe 
rer crying spells at home 
Outbursts enurctic boy, and a fifteen-ye 
change eros of these cascs the parents wer 
shifte he child’s behaviour, and once they were able to do this the focus 

In all five of the cases the parents 
s that improved their 
aintained and these 


Were ine the parents’ relationship. 
children’s x carry out the behavioural programme 
appened behaviour, but in two cases this was not m ern es 
Usine to be the cases in which work on the marital relationship was 
cessful. Mealiea concludes by saying that the approach 1s effective, 

ar do not clearly indicate whether the change in 
arily dependent on the cl 


u 
E ps N data gained so f: 
Marital KS behaviour was necess 

Brserberg oi D 

oth adi and Lindblad (1978) have a 
9f electi avipnral and family approaches in comb : meer 
amil ive mutism. Initially they met with the whole fami y to help : he 
the 7 members understand the function of the child's symptom Ww ithin 
e eue] system, then behavioural techniques Were used to help the 
ing ci speak. The child was at first encouraged to speak in an unthreaten- 
TN ran and rewarded with sweets. Gradually the therapist introduced 
self into the situation, using the. telephone, puppets and games that 


hange in the 


also described a procedure using 
ination to treat ten cases 
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i nards were 
: 'ed the child to speak without direct SEDAN e UN 
allowe inually throughout the procedure. Other strangers : > he das 
ries er until Siontudle the child spoke spontancously : help 
duced s nes was at that point directed back to the family sh 
an Duas that had led to the symptom and pd ra icu 
isi dn the child to continue and develop. Nine of nd ar d m 
were successful and their opinion was that both facets o 
of equal importance in effecting the changes. 


Discussion 


i i variety of tech- 
This selection of behavioural family work illustrates the v aricty O 
Hissa 


i i culties, J hough 
niques used and also some of the inadequacies and difficulties. Alt 
behaviour therapists have 


ms 
been treating children's behaviour m 
in the context of their families for several years, there is still a De ilem 
literature on repercussions in the family of those attempts to help. F inter 
S very cogently argued that because of the Sap dr.) Sate 
relationships and interdependencies that exist within the natural c 
ment, we can never only effect one change, 
changes. His Standpoint is one , ig cn- 
necessity of understan ystem within which any change 
gendered. This is famili 


relatively new ground for behayj 


AE 

ange from one situation to another ares 

Present, at the o 

1976), but as ye 
The range of 

so effective 


t have not been reliably solved, 


be 
ren tO 
iour change that have been prov pam the 
framework which will anticipi i 


is 
i : op therap. 
a behaviourist or any other pid 
ess if a child's behaviour problems have de 

r becomes depressed and le 


e 
: ay hay 
aves home? The child may 1" | 


rk 
would benefit 

therapy, just 
behaviour change tactics 
haviourists to develop a 
successful technology Of treat 
which has made behaviour the 


as family ther 


Werry (1979) ours a he 

family therapy ae ysi8 
measurement and proces ^ 
"apy so effective and scientifically so 


ment, 
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Wahle "^ 
iri cadis Le iam —— commented that by restricting 
Supporting MEE. end : P RUM pu lores «4 
expect a lon sins ips mS E amily unchecked and so can hardly 
interaction il e change ( ahler et al., 1976). He has described the 
individual P: a hitg and his parents asa feedback loop in which no 
the inem. » : [o assigned responsibility or blame for the problems, and 

ecently he hs M ba controlling whom is not so simple (Wahler, 1976). 
hypothesis dw expanded his investigations to include a 'social insularity’ 
developed "e families where few contacts with the community are 
changes ed Eam mmis show poor long-term maintenance of treatment 
(Wahler au jerapists need to examine the larger social perspectives 

This Cede in press). 
also ii ane direction in which n 
families ond oper their ideas about the syst 
dn, mn well as outside it, and at present there is no i 
and aue pau from family therapy and perhaps the cooperation 
Stronger ard ation of information between these two fields will produce a 

and more viable form of therapy. 


esearch is going, but behaviour therapists 
stem operating within 
analysis of this. 
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Joyce Lishman* and David Will} 


d between two groups of family 


In 
recen: — : : 

t years a polarization has develope 
‘stems purists’ who argue that 


therap; 
pists 
[seine On the one hand there are the * 
or foie ee Uheory (GST) provides a necessary and sufficient basis 
Practice p^ rig and who can see no place for psychoanalytic theory or 
Similar "s s other side are the *psychoanalytical purists’ who make 
vance of um for psychoanalytic theory and practice and deny the rele- 
Two 3S'T for family therapy. 
rece ae s SENS s . 
Blea statements by British family therapists illustrate the 
defines i n that has occurred. Sue Walrond-Skinner (1976) succinctly 
s the position of the ‘systems purists’: 
“The 34), 4 
Henge framework differs from GST in so far as it is 
lis £e directed towards the nature and operation of the individual. 
sefulness for family therapy theory is therefore questionable.’ 
al model of family functioning 


She 5 

hie ae — as providing a theoretic 
Sally 3 sa paydbasnity te theory. . 

Péychosnaly (1978), takes à diametrically opposed view. She claims that 

Nienti Serien is not only family therapy but is also a 

ing: cory, in that it describ d systems function- 


necessary for 
es both individual an 


amily dynamics is derived essentially from two 
analytic concept of unconscious conflict 
sense of how this principle is 


‘ 
Ree ng oh of f. 
ina bie, firstly, the basic 
PRG ang and secondly (to make i iple 
A ated in the family), the development of notions about projective 


iden S $ $- 1 
and tification, which relate to group phenomena such as scapegoating 
which, I believe, const italics) major explanatory 


binti itute the (our 1 
ciple in the way systems operate.’ 
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In this Paper we wish to argue that such a polarization is o 
and unhelpful. We feel that both psychoanalysis and GS l are agin ‘ 
the development of family therapy. We regard Purists of cach sc vim 
running the risk of impoverishing the theory and practice of family therap) 
by rejecting each others’ insights, . . " 

We shall present an initial theoretical Statement to outline our argume 
Which will then be amplified by a case study. 


Theoretical statement 
The family as an object of study lies 


and sociology. Consequently, any 
must have at Je 


s svehology 
at the borderline between psy cho d 
F Éyerálss Fonenan 
adequate theory of family functio P 
E A ical com- 
nust provide a sociological c 


family system and which can m ni 
how family Systems function, develop and change. It must also provide : 
Psychological Component that renders intelligible the reasons, auc 
and motives of the individuals that comprise the family, Both sin ac 
are Necessary since the phenomena that occur in families are determine 
by two levels: the System and the individual, 


An analogy from linguistics may clarify this idea, Chomsky (1972) jw 
developed the notion that grammar is à series of rules which determine 
general nature of the kind of Sentences that it is permissible to pria 
As language users We are able to distinguish broadly between grammar 
(Permissible) Sentences and ungrammatical (impermiss ible) anon 
However, as individual language users, We are capable of generating » 
infinitely varied number of sentences while remaining within the wd 
Straints determined by grammar, Grammar only imposes certain limits 
our utterances, It does not totally determine what we actually say. the 

Ve can regard the con family System as analogous i 
imn) heise. emily therapists from cach theoretical stance ha, 

ed alking of the fami] 

Or explicit rules Or role į 


ted 

P > expecte 
amily members are exp «ke d 
confo : 5: ; E 
inform Pn 1965; yng-Hall, 1973), However, such gules, rn 
grammar, on Y Impose Certain Limits on family members. Each indivit 
family member wil] reac ; 


tand behave in di 


vent 
-onstrain 
ifferent Ways although const 


by these rules, 

If we wish therefore 
understand both the n 
processes within indivi 
those rules, We 


"E: 
stand family dynamies fully we BAY al 
the family rules and also the ee ol 
ich will determine the use they ie - B 
ST provides the most aded 
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Binge edendi fc oo Rom aila ga 
Members respi A p | ue ies at Eas ing e the way individual 
Psychoanal ig ond to those rules. (We are not claiming that GST and 
lanai ytie theory explain everything about. families. Sociological 
Sense ue are also relevant and other psychological theories have REAR 
If ENCE. Lo discuss these, however, is beyond the scope of this paper.) 
Bos = wish to change or alter family dynamics by means of family 
nere we can and should consider intervening at both levels. We can 
ne at the level of the family system and attempt to change family 
dui by, in effect, teaching the family new rules. This is the domain 
hebes We can also intervene at the level of the individual family 
e gs and attempt to alter family dynamics by producing change in 
late ae individuals which will in turn alter the family system. Tis 
domain of psychoanalytic theory. We need to understand both how 


the fam; : : 
family system creates certain expected behaviour patterns and also 


UN cach individual responds to these expectations. 7 
wish 1 may not be necessary at all times to intervene at both levels if we 
id S facilitate change in the family dynamics. Unden Sig E 
(1974) tt THSLY suffice only to teach the family new he es. ? ange 
"ei i work with disorganized families is an example Y t ub. cea n 
inca amilies even a simple clarification of rules which pape mx o r 
fe "Sistent can be enormously helpful. Conversely, uet — à; 
ie. be sufficient to focus on internal change in one m ae ual: i 
ie of, say, a bereaved parent may produce significant change in the 
i y System (Pincus, 1974). , . — T 
st * Would however argue that it is always essential to avan n 

“ending of both levels of family dynamics, since such understan ing 
Srently assists in deciding what kind of therapeutic intervention Is likely to 
© most beneficial. 


Case study 


Wen.: 

Cw ] 

Yot} Will now describe our work u 
là Psychoanalytic and a GST formulation of the 


the f 


with a family and then attempt to provide 
family problems and 


amily therapy offered. 
ctitioner to the out-patient 


eral pra 1 
p Unit’s usual 


John Grey was referred by his gene 

department of the Vongg People's Unit. Küllywing WE e first inte 
Practice both parents and John were asked to come for the » ts er- 
view, The presenting problem was that John, aged fourteen, de. DEEN 
drinking fonts years, but had only been referred following an episode 
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in which he got drunk and then threatened a woman with a knife antl 
demanded money of her. The police had intervened and t pe 
had taken him to the general practitioner fecling that he bape 
psychiatric help. Father, in his late thirties, was a = tri aia E 
business man. Mother, in her late thirties, was a full-time housewife. 


co tly. 
At the first interview father was the dominant member of the Jum 
He presented the problem as being his son's drinking and d : 
own intense fears that John would become ‘an alcoholic, a yobbo a as 
wastrel’. Mother, however, stressed the fact that John took ‘black pane 
and fought with her incessantly. John said little except when seen : vs 
alone. He then indicated his feelings of irritation with his mother Sof his 
his inability to confront his father. He said that he was afraid 0 
father's temper and also that | 
The significance of father's rel 


e 
wes 


with the family to meet for a 
Intervals, at the end of w 
in fact, met them for seve 


à P ree WE 
few sessions, at approximately three ae 
hich we would review progress. In the a 

; 8 . hs. 
n More interviews over the next five mont 


ssed and most of the interview was 


n's 
; ; at Joh 
clings of anger and disgust a hn 
attack’ on the woman. Near the end of the interview father asked J° 
‘What if it had been your mother? 


In interview 3, which moth 
ments at home, father be 
between John and his 
behaviour with his mott 


g 
er did not attend ostensibly because of meet 
gan with further complaints about the war his 
mother, J [, Started to confront John a ac 
Yer, and it seemed that she and John began 
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out th 
bs ean battle. However, when D.W. said that John seemed to 
siat ion hen Io John was able to admit that this was similar to 
relationship h 1 h his mother. The focus then shifted to the father /son 
Kk sott E spa that father had considerable difficulty in allowing 
Pressing Hali, anger at all and that John had responded by sup- 
Initially nd 3 i irect expression of anger towards father. 
anger red o able to accept the need for his son to express 
difficulty D. z However, he then went on to talk about his own 
nade hiri ver trolling his temper and his hatred of his own father. This 
Ibens 56 Joh ut and he retreated from this anxiety by returning to 
saying he felt “eae cad knifing incident. He became very angry with us 
interviews, Hie Hn eing examined and ‘torn to pieces’ when he came for 
c ended by saying that he could not contemplate any change 


'n his atti 
attitude tow: dam 
ude towards John's anger with him. 


father expressing his fury 
aving got this out he led 
ationship with John. 


All thy 
ier to interview 4. This began with 
the a been caught drinking again, but h 
"thes ea z onto more general areas of their rel 
this was Soe, es the difficulties both parents had in praising John when 
indicated oe and John’s difficulties in accepting praise. Both parents also 
growing up »w difficult it was for them to adjust to the fact that John was 
ohn, in F i and we were able to see how this confusion was also shared by 
particular, in his rel > to his mother from whom he 


Wanted ationshif 
e to be more independent but on whom he still felt quite dependent 
ample, over the care of his clothes 


àtmosp] ? and the provision of meals). The 
dines ^ here in the interview Was less fraught than it had been in earlier 


involved in a discussion about recent 


In , 
interoi, z 
terview 5, all three became 
and had difficulty in keeping the 


Tows 
mon John had taken up a milk round 
y right. He had had to ask his mother for help but had felt rather 


ashame f hi è P e 
Pia of his difficulty. He had shown this, however, by irritability, SO 
‘hat he and his mother had got into conflict. Indeed a battle then developed 


In the ; 
i interview with mother complaining that he was sulking- She was 
d that his mother had accused him of 


i bs 
id ins of him. John then sai 
this, 5 iue of the milk round moncy ? at he felt very upset about 
Was un; hen J.L. asked mother if she was aware of John’s distress, mother 
eam, able to accept that he felt bad saying that he had no feelings. John 
elt di quite sullen and switched off and mother then said how awful she 
Out never getting any response from John, ‘just sulking’. 
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Interview 6 started with John sitting mute and glowering at us and - 
parents. Father objected to this but when we explored alternative, e 
constructive ways for John to express his angry feelings, father wa 
adamant that he could not allow his s 


on to be overtly angry. 
J.L. said that she thought father 


was putting John in an impositi 
situation of not being allowed to be angry at all. She expressed how m 
felt overwhelmed by the feeling that she could not hold a different eg er 
from father and indeed felt crushed by him. She indicated that 
perhaps felt similarly and that she was speaking for him. Father beean 
very angry with J.L. shouting that he had come for help with his son an 
we spent all our time blaming his wife and himself. — had 
D.W. then suggested that father might be afraid that his son 4 à 
inherited. his temper. Father agreed, saying he felt his temper was 
curse. He then ceased to be angry and for the first time both therapists 
were able to empathize with his feelings of depression, John, speaking 
more spontaneously than he had done before, said that his father need E 
Worry. He did not have the same problems about his temper as his fathe 
did, although he could understand his father's feelings, 


at 
R , : 2m od 
» ostensibly because of a problet 


's 

» at her request, and with at 
se John had been caught drin and 

at we always focused on hier p 
appeared to us that John had dam 

at he would be caught drinking. We asked John wm 

him that this recent episode had been another inaire a 
tility towards his father, sabotaging any possibility 9. 


her husband rather th; 
Situation up so th : 


m : salt 
x relationship between them. John Was unresponsive until ils at it 
that talking about his anger Seemed to mean nothing to him, but thé 


Was as if he felt that this 
control over it. 


le - 1 1 : d 
He agreed With this and said that he felt rotten about it. With the 
of D.W, he shared directly with his mother how his silence and lies ab 
his behaviour Were because he felt 
happened, Mother acknowledged that s 


o 
. . = ad D 
behaviour ©vertook him and that he ha 


„y bot 
he understood and they 


setting 
: John algo Saying that he felt bad about m ii as 
his mother, John then talked about hating his father’s keeping him 
a punishment, Tals helped him à 


made him h 
His mother then talked aboy 


ohn ? 
behaviour and she a 


thow distressed father got about J on 
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better, D.W. pointed out that father was not present and said that he was 
missing him. Both mother and John echoed these feelings and we linked 
them with the feclings they had about father’s absence from the home over 
the previous year, while he was nursing his dying mother. The interview 
ended with John thinking about how he could convey to father that he had 
Jen missed without appearing critical of father's absence. John also 
admitted that when he was angry with his father he took it out on his 
Mother and sister. 


Interview 8 was our last therapy session with the Greys. The three of 
them seemed relaxed and cheerful and they all said that things were going 
Vell. John had told his father about missing him in the previous interview 
but had been unable to describe the work we had done about his anger. 
ow, with support, he told his father about his feelings of hate and guilt 
and father was able to see the similarity between John's feelings and his 
Wn, although it was clear that he still found this area quite uncomfortable. 
The three of them talked much more about their positive feelings for 
ach other. Mother told father about John's desire to get on better with 
, him. It also transpired that John had told her that he was not going to 
drink anymore and she said that she felt that he had meant it. This was 
news to father and we recognized that mother had played the role of 
messenger between John and father. We suggested that she might have to 
€ncourage both of them to say things more directly to cach other. They all 
agreed with this. 
Since all three 
about the future we agreed th 
Said goodbye with warmth and 
their initial hostility. ‘These impressions were supported when we arr: 
to see them some two months later in order to get their permission to 
Write a paper about our work with them. ‘They agreed to this and reported 


that things were still going well. 


of them seemed. happier together and more confident 
at this would be our last meeting. The family 
friendliness which contrasted strikingly with 
anged 


ange a follow-up interview to 
For a number of reasons 
a lengthy telephone 


Two and a half years later we tried to arr 
hear the family’s views on their contact with us. 
1t was impossible to arrange a meeting but D.W. had 
Conversation with the parents which we shall summarize. — 

Both parents reported that John had not been in any further trouble. 
Mother felt that he had been ‘easier to get on with’ and ‘more part of the 
amily’. Father said that although he and John still had arguments they 
Were ‘not so bitter’ and that ‘no grudges were carried, like they used to be’. 


A significant development had been the discovery, eighteen. months 


390 Jj. Lishman and D. Will 


z a ^as now 
last interview, that mother had coeliac discasc omg hie oa 
after our a Both arents felt, in retrospect that mother iin" 
eee ad anxious about her health. This they thoug | 
No contributed to their difficulties. T-——A TE 
Mother felt that coming to see us probably had i: ua dena. i 
it difficult to say why. Father had mixed feelings. bs P mut t 
felt that it had been helpful to recognize his rupes i de Td bend 
the problems with John, but on the other hand he oat t = helpful fis 
too critical of him. When asked how we could have been r 
thought we should have blamed John more. 


Formulation 


rey family 
We will now present a two-component formulation about the Fa, ia nó 
and our work with them. We want to stress that the formulatto! - imite 
sense a definitive or complete one. Our work with the Greys W “A family: 
both in its aims and in its duration, and we did not sce the win! E ument 
However, these very limitations, we believe, may strengthen ei nm 
we wish to develop. If we can demonstrate that both psychoanaly and tae? 
and GST aie necessary to understand this family sub-system ni d be 
focal work that we did; then it scems likely that both theories W 


c with 

. : T work V 
necessary to understand any more intensive and less focal ’ 
whole family system. 


h a 


Psychoanalytic component ¢ the 
T . s of 67 
actions of the individual Wn gion 
ms of a complex series of gos for his 
(Zinner and Shapiro, 1974). Fathers +° 


Ss 
‘ E È aesa either MSS, 
part, 1s unable to tolerate the direct expression of hostility in eith „ds DiS 
or his wife, because o 


f his own guilt about the hostility he felt tow ptable 
own father. By means of projective identification he puts these wes he 
parts of himself into his son whom he perceives as all bad and we 
way to becoming ‘an alcoholic, a wastrel and a yobbo'. ra di 

John for his part accepts this projective identification nom is 
begins to act in such a way that he confirms it. He starts drin d quil 
addition, he too accepts the Projected fantasy that the a reum gre 
and rage against father is utterly unacceptable and this is why he v onl) 
feelings of guilt when he feels angry towards his father. Jonn, st p" 
express direct hostility by displacement, not then towards his is acc? 
towards his mother. John’s attack on a woman was also part of his 
ance of father’s projection of the anger he felt towards women. 


The feelings, intentions and 
family can be understood in ter 
and projective identifications 
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Mother, for reasons that we do not know, cannot directly express any 
feelings of hostility towards father, for example, for his abandonment of the 
family in favour of nursing his dying mother. (She only ever obliquely 
hinted at this during interviews.) She too resorts to displacement, attacking 
John rather than father, a displacement which is of course facilitated by 
John’s reciprocal displacement of hostility towards her. John’s attack on 
the woman’ is a displacement of this hostility towards his mother outside 
the family. Once the family’s bad feelings have been projected onto John, 
who acts them out, both father and mother perceive him as a bad perse- 
cutory part object. He in turn experiences his parents, particularly mother, 
as intrusive persecutors. 

It is possible to explain some of the changes that occurred in therapy in 
terms of these psychoanalytical hypothesis. We would argue that both inter- 
Pretations and modifications in the Transference relationship to the thera- 
Pists were of importance. We will consider these two possibilities in turn. 


(a) Changes possibly relating to interpretations. In the course of our inter- 
views we made interpretations related to projection, displacement and 

, ambivalence, or facilitated the expression of feelings and fantasies related 
to these three areas. 

'Three important interpretations or facilitating events were related to 
Projection. In interview 3 father was able to directly express his fears about 
his own temper and describe the hatred he felt towards his father. In 
interview 6 D.W. interpreted father's projective identification with John 
and father was able to acknowledge that he did indeed fear that John had a 
terrifying temper like his own. He then became depressed, rather than 
Aggressive. A similar interpretation was made in interview 8, so that father 
began with difficulty to reintroject his own anger and withdraw his 
Projective identification. 

As regards displacement, this was first hinted at in interview 2 when 
father asked John, ‘What if (that woman) had been your mother?’ In 
interview 3, mother’s absence facilitated an actual withdrawal of the 
Process of displacement in an interview which had started with John’s 

Ostility towards his mother being the focus but which ended with the 
Selings between John and father being raised directly for the first time. 
i interview 7 John himself explicitly acknowledged the displacement by 

Ying that when he was angry with his father he often took it out on 
be and sister. M" 1 
"Neue some interventions were designed to facilitate the expression of 
,» Dlvalence with the implication that ambivalent feelings were inevitable 

i acceptable. Interview 4 was largely taken up by our helping the parents 
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to acknowledge that they had difficulty in praising John (admitting he was 


good) when they knew he was good and conversely in helping John se 


that he had difficulty in accepting praise (i.c. acknowledging that his 
parents had good things to give him). In interview 6 J-L. argued strongl 
that angry feclings between father and son were inevitable while in inter- 
view 7 she helped John acknowledge both that he got angry with father, an4 
felt guilty about it. This intervention was followed by both John and his 
mother directly acknowledging that thcre were good things in the father/ 
son relationship. 


(b) Modification in Transference phenomena. In the course of therapy id 
scemed that each member of the family changed their perception of the 
therapists. We would suggest that these changes in perception were not 
unrelated to the changes in the way cach family member viewed the 
others. As regards father, we would stress his initial suspicion and hostility 
towards the therapists which reached a climax in his rage at J.D. in inter- 
view 6. This was followed by his becoming depressed. Although he misst 
the next interview, when he returned for interview 8 he was much more 
relaxed and warm in his attitude to the therapist. It may be that he 
experience of the survival of the therapists in the face of his anger (whic? 
he had believed would be destructuive) enabled him to tolerate ambi- 
valence and thereby facilitated the withdrawal of his projective ident” 
cation from John. Since his ‘bad bits’ were not as threatening to him us 
they had been, they no longer had to be deposited in John. cl 
Mother had a similar shift in perception regarding the therapists whic? 
ere occur * interview yi She initially complained about the 
th s ing John's side (i.e. perceived them as persecutory) but then. 
T hend ar pelog Ses on her own and her perception validate" K 
dee d agreed with her views of John's latest cpi50* 
drinking. She then became hat 
" NE hi 
dier n e x NE bd therapy, was able to acknowled£t Fig 
af the therapists "e as i se It Was as if her shift in per part 
objects, facilitated a similar shift d SIEUEUA OE as persecutor? 
As regards John, there s no such dar dur mandian of the 
Maai iei tenses t a such clear-cut suggestion o gari 
dm terapis sm hostile P enomona. He certainly started by : peca™ 
5 d persecutory and we felt that he the 
warmer and more open with us as therapy progressed. It may be that ya 
overall experience of having two adults, whom im initially perceive" gs 
persecutory, take his side over certain issues enabled him to more ga 
acknowledge the possibility of goodness in his parents. 


: ate. aD 
much less hostile towards the therapist» 
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General S T 
eneral Systems Theory component 


"bad ; z , A 

à he changes in the Grey family that led to John's referral can be seen as 
^» result of a breakdown in family homeostasis which was caused by two 
amily rules coming into contradiction. ‘The two relevant family rules are: 


Rule 1: Parents must not fight with one another. 

Rule 2: Father must not be made angry. 
Although John had been drinking for some two years before his referral 
there had been a progr ssive escalation of his drinking over the year prior 
to referral, T'he critical factor which led to the disruption in family homco- 
Stasis over this time was paternal grandmother's illness and father's 
Nereasing absence from the home to nurse her. In these circumstances 
| there was a danger of Rule 1 being broken, since mother resented father’s 
— absences, However, it was possible to prevent this from occurring by 

John’s becoming a problem child. John’s behaviour enabled parents to 
| Observe Rule 1, instead of having to fight with one another, they were able 

to fight with him. 

However, this means of observing Rule 1 started to threaten family 

homeostasis by increasing the possibility that Rule 2 would be broken. 

The more necessary it became for John to be a problem child the more 

likely it was that father would become angry. We can explain the escalation 

of John’s behaviour, and hence the increasing threats to family homeo- 

Stasis, by reference to three factors: 

(a) Father spent more and more time from the home as his mother’s 


illness progressed. - . 
(b) A system of complementary communication was established between 
j John and his parents (Watzlawick et al., 1967). I he gus Join m 
curred parental disapproval for his ‘bad’ behaviour, the worse his 
behaviour became. . 
(c) The impact on John of the phys! 
adolescence. 
. Once Rule 2 became threatened the whole family homeostasis Was put 
n jeopardy, to the intense discomfort of family members. The anal 
Crunch came when these attempts to maintain family homeostasis came 
into conflict with the outside world and John’s delinquent behaviour 
attracted the attention of the law. However, even without this external 
"tervention family homeostasis would almost inevitably have broken down 
as a result of the internal contradiction. "T— 
es from this perspective, the relevant boe cup riy a s : e 
rk with the Grey family were those by which the family was taugh 


ological and psychological changes of 
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a — :0 stages: the 
new rules. This process can be seen as having at least two on bet 
1 Q7 ae gte Ww 
existing rules are clarified and then new rules are suggested. We 
consider work on each rule in turn, 


Rule] Parents must not fight with one another. 


f 
Overt work on this rule is conspicuous for its absence, and the ee 
the therapy was directed at Rule 2. There were some indirect pie n 
clarification and changing of the rule however. In interviews 2 ae ti | 
suggested to mother that she must have been distressed by her n " ali 
absences, implying that such feelings were acceptable. It pie ‘art 
be argued that occasions in which the therapists disagreed wit ei : 
another might have provided a modelling experience for the parents W [il 
challenged Rule 1. D.W.’s comment about how angry John was with d 
in interview 3, which implicitly supported John in his right to be annoy 
with J.L., might be an example of such an instance. 


Rule2: Father must not be made angry. 


It was with this rule that most work was concerned. This rule was Mr 
clarified in interview 3 when father delivered it as an injunction at the ¢ 
of the interview. There was further cl 
J.L. went on to make a frontal ass 
in an impossible position. As 
interview, In fact the rule h i 
father had become angry with both of us. Apart from these two pac 
examples of the therapists breaking the rule, many of our interven 
from interview 3 onwards can be regarded as providing support FUR the 3 
new rule, namely that John Was allowed to get angry with father. HT uin | 
last interview j this new rule had been accepted per 
ssant that he and John had had a row- 


> ceca j in which 
arification in interview 6 in i John 
ault on the Rule by saying it gue: the 
a result she actually broke the rule ! 


n 
rhe per 
ad also been broken in interview 3 ious 


John and father reported 
We would then sugge 
replace Rule 2 as a re 


(a) By Rule 2 being clarified, 
(b) By the therapists bre 


: aking it during the interviews. 
(c) By the therapists im 


plicitly Suggesting a replacement. 


Conclusion rr 
zc) / 
‘ ; Ho ces 
It is our contention that both Psychoanalytic theory and GST are nee ued 
if family therapy is to devel 


s - sr arg 
OP its full potential. We have further 
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that both theories are necessary since each corresponds to a particular 
level of the complex reality that constitutes families. We have tried to 
amplify our argument by presenting a case study which we then follow up 
ya two-component formulation. On the one hand our analytic framework 
abled us to understand some of the motivations and inner experiences 
of the individual family members. This understanding provided the basis 
Or interpretations and comments which were designed to help family 
Members make sense of what they were experiencing. On the other hand 
the GST framework enabled us to first understand and then to try and 
alter inappropriate constraints within which the family operated. 

Ve would argue that these two components are irreducible. ‘That is to 
‘ay we do not believe that cach component is describing the same pheno- 
Mena but merely using different terms. We do not believe that a psycho- 
‘nalytic notion like ‘projective identification’ can be derived from GST, 
Nor do we believe that a crucial notion like ‘homeostasis of a system’ can be 
derived from a psychoanalytic theory. 

We argue therefore that the family therapist needs both kinds of 
theoretical framework in order to understand the complex interaction of 
Jndividual and family system, and needs to develop intervention skills 
derived from each framework. Only by acknowledging the relevance of 
both psychoanalysis and GST can family therapists avoid the constraints 
of unnecessary polarization. 
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A family therapy workshop: a review ofa 
two-year experiment in a Social Services 
Department 


Christopher Iveson, Pilly Sharpes and 
Rosemary Whitfen* 


As family therapy ceases to be regarded as a passing fashion, and 
becomes recognized as a real therapeutic force, the need for new 
forms of support and supervision is becoming ever more apparent. 
This paper describes and evaluates the supervisory system for family 
therapy set up by an Area Group in a Local Authority Social Services 
Department and plans to do so in a way which has practical application 
for workers in a variety of settings. 


Setting up the workshop 


The original plan was for a group to meet fortnightly for a period of one 
and a half hours. There would be up to twelve members, working in 
Co-therapy pairs, each with one family for which the group would hold 
Supervisory responsibility. Prior to the group starting, there were a 
number of people in the area office practising family therapy and a growing 
Number expressing interest. There was also contact with more experienced 
family therapists, from a child guidance clinic and a children's assessment 
centre, which would sometimes involve joint family work. This acted as 
a stimulus to the already developing use of co-therapy in the arca. 
Co-therapy was also providing workers with a new excitement. Often 
Or the first time they were being seen and seeing others at work. This 
demanded a trust and openness with colleagues, which some felt would be 
lost if the group members were ‘allowed’ to work on their own. In this 
Context, co-therapy was an additional challenge to the members of a 
Management team who were asking to join the newly forming group as 
a If they wanted to join, they would have to come out into the open 
ced be prepared to work with other members of the group—only in this 
Vy could they justify their peer group claims. 


"i C.I. and P.S. are from London Borough of Camden, Social Services Depart- 
ent, and R.W. is from the Tavistock clinic, 120 Belsize Lane, London NW3 SBA. 
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Site a his 

The decision to work in co-therapy pairs was not o: pr dom { 
paper reflects the continuing importance of that yR wil workers 
meetings were seriously divided, with the less CSDL a ni | 
winning the day by force of emotion rather than rational sen a si 

In addition to the belief that co-therapy was the only way, ash to 
setting, to ensure learning by shared experience, there was : MD 
demonstrate that professional decisions did not always have to ga a 
to bureaucratic or economic constraints. As always, Social di 
Departments look at practice in the context of overall finit rnit 
Co-therapy was scen by some members of the Department ed Sid 
group as a luxury and one which could only be Justified by two i: quite 
achieving twice as much as one. Social workers in the arca E smi 
strongly that appropriate methods of work had to be based on men the 
decisions and whilst not denying the sc 
cheapest was not always best. 

The issue of hierarchy was fought 
was unanimous agreement that 


€ 


" w swa fel 
arcity of resources, it was fe 


“Mere 
alongside that of co-therapy- eni 
all members would have to be dps 
practising family therapy. However, dispute arose about whether ugh: 
area’s senior staff, particularly the arca head, should be included. 1 iie 
short-lived, this was a bitterly fought issue. It was won through pecie 
of that person's determination to be a membe dna 
vision it would offer her 


r of the group for thi "mE 
as a practitioner, and because of the staff gt fore 
growing confidence that she Would not take over. The group ho on 
Started, and has always remained, polyarchic. Its original cony and 
was five basic grade social workers, a social worker based in the unes we 
also Operating in a local health Centre, a career grade practitiont | 
team leaders and the area head. 

To maintain this Peer group of *uneq 
for introducing à consultant 
asked only to advise 


aso? Ș 
. peas 
uals’ became one of the re: ally 
] 

gin’ 


; Ni ri 
from outside the organization. O 


jideri 
‘ an outs! 

on setting up the group, the presence of an ¢ eased 
particularly one with considerable : 


jo experience in family therapy, 1" i che 
the group's ability to concentrate on its task. Tn consequence, she im ate! 
group contracted to work together for a year, a contract which was 
renewed for a further year, , pic” 
In retrospect, considering the fundamental nature of the changes " [ouf 
IPS TIGGOSSHLYS (fii Broup got off to a very quick start—less Led ike 
months from the first Suggestion to the first ‘official’ meeting. ee ol 
so much of the group's later functioning, was a reflection of the nat iy 


Et a : EE 
family therapy itself, which can initiate rapid change. W hile al 
dramatic, such changes would also be sometimes quite fundame? epis 


including the family no longer feeling the need for a social work 


-— 
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led to a wish to dispel the still common myth that family therapy was for 
the middle cl s and not something to be practised with socially and 
economically disadvantaged families. 

The group was well aware from the onset that families must be well 
chosen: not for their 'textbook' qualities but because without the arca's 
Sanction the group would not have been ‘permitted’ to continue meeting 
Tegularly without interference. With this in mind, there was a leaning 
towards those families with a long tradition of social work involvement, in 
the hope that a new approach might produce more positive results for 
them and for the area. It was by making new contracts with these most 
dependent? families that the difference between ‘working with families’ and 

amily therapy’ was most clearly demonstrated. Coming to grips with this 
difference, implicit in the whole concept of systems theory, has remained 
ne of the group's central tasks. 

The group was finally made up of ten members and five co-therapy 
Pairs. For those who know the work tendencies in a Social Services 
Department, the fact that absentecism was rare and interruptions few, 
Will give some indication of the commitment of the group members—a 
Commitment overtly made by everyone and which contributed greatly to 
the group's success. Because of the decision that the group would carry 
clinical responsibility for the work undertaken, and that cach case would 
be discussed in depth over a whole session, it was only practicable for one 
family to be taken by each co-therapy pair. Even then, with only fortnightly 
meetings, it could be up to three months between two sessions on the 
same family. In order to supplement these sessions, cach pair chose from 
the group, a person to act as à supervisor, and so formed a supervisory 
Sub-system which enabled work to be carried on outside the fortnightly 
Sessions. 

The meetings themselves were used for active forms of supervision 
More appropriate to group consideration. ‘he decision to use what have 
been called ‘experiential’ forms of supervision was overt, as was the later 
decision to use material from members’ own family experiences as a way 
towards understanding their work with families. The demand for super- 
Vision tended to preclude the systematic study of theory which had been 
One of the group’s initial aims. ‘Theoretical assumptions were often more 
'mplicit than stated. Though the concept of the system was central, a 
Number of other sources were drawn upon, including psycho-dynamic 
Understanding, group dynamics, communication theories and other 
Conceptual frameworks from which family therapy has emerged. Most 
ae members whose previous work had been oriented towards indi- 

uals found that much of their own learning took place when faced with 


S 
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the conflicting pressures of responding to individuals and to the system 
in which they are caught. u ds 

This was how the group began a new method of work Ww hich, T poe 
full justice, demanded a new method of supervision. The early iiie 
to take the supervision of the five families out of line management us 
ability, to permit ‘managers’ into the group, and to create an apei A 
of personal openness, brought about changes which, however sma 


ie : : itself 
scale, had great significance for the development of both the group 
and the arca office as a whole. 


The group in session 


One of the immediate outcomes of the group was the members' universal 
feeling of increased confidence as therapists. ‘The fecling of having get 
to offer was also being picked up by families who were then able to wi 
help more productively. As a social worker’s confidence grew, SO =. 
his belief in a family and so, in turn, a family’s belief in a social SEO j 
and in themselves. This process alone could sometimes lead to the clos" 


" r : : k ast twelve 
of a case, and when, in one instance, a family had spent the past tY 


r 
years making demands on Social Services which no-one had found a W? 
of meeting, closure was no small achievement. the 

Phe realization that this group was offering a new experience t? | 
participants came 


a 
fairly early in its life, when it dealt with the loss AP 
member. Perhaps it is because Staff turnover is high in Social Serv'® 
Departments, 9r people feel too overwhelmed by their clients to P 
€motional attention to their Workmates, it is certainly true that goodb) 
AM Perfunctory and feelings of little account. In this instance -ig 
Consultant Suggested that the BrOup spent some time on just d 


a i ‘ i | 
goodbye. In order to do this each member said what his leaving meant 
them. Of all the feclings, anger and p : 


some the pain was expressed in tears ] 

: is sed 8. sople ^ 
hat an intellectua] appreciation of loss had found its way down to pcof 
guts. Apart from a little emb j 


al 
: 4 eng not 
c arrassment— crying at work was "Y 
everyday experience tha : i felta £^ 
on , diri the group, having acknowledged the loss, felt a Lor 
develo des ie de also began to realize the enormous potent! 
pment which lay in the ability to risk expression of feeling. 


: S essi ar 
ain were most prominent. «mil 
It was a shock to the whole 85 5; 


The group process 
nen 
` atii a : Noi 
From the start, group meetings were rarely easy. Achievements were 0 ad 
inte arse aS me E asy. / UNE" 
interspersed with periods of inertia, or holding back. ‘The learning 
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growth which took place proved to be as unsettling as it was rewarding. 
Just as the most motivated family has a tendency to pull back from change, 
So did the group. Sometimes a whole session would go by without apparent 
Movement and on these occasions the group would be left feeling dis- 
appointed, angry and divided. These occasions were often when the group 
Was containing unresolved and unexpressed conflicts, sometimes brought 
in from members’ relationships with each other outside the group. When 
these were brought into the open the result was always productive, both 
Within and outside the group. 

One such occasion was particularly significant as it enabled the group 
finally to become a peer group. It was the only occasion when the group 
had a visitor, a family therapist from the U.S.A. Work was being blocked 
by an unacknowledged conflict between two members which was being 
reflected in the group's behaviour. One of the protagonists protested that 
she was being unfairly treated and that any contribution she made was 
devalued by the challenge that she was using her position outside the group 
to claim leadership. The other members were shocked into the recognition 
that this was indeed happening. The visitor courageously intervened saying 
she knew how she felt. This brief but emotionally powerful incident 
enabled the group to subsequently include her as an equal member. Later 
it was learned that the visitor had been in a similar position herself. This 
parallels an important feature of family therapy interventions: the sharing 
of a personal experience with a family and support offered to an attacked 
member, both being powerful agents of engagement and change. 

However, with or without undercurrents, the sessions generally followed 
a pattern. Each co-therapy team (the two co-therapists and their super- 
visor), took a turn at having a whole s sion to look at their family. (An 
attempt to supervise work on two families proved unsatisfactory, there 
not being time to do justice to either.) It was usually known in advance 
Who would be presenting and there was an expectation that the co-therapy 
team would have done some preparation. The group would be told about 
the family—at more length if it was being newly introduced—and the 
therapist would ask for help, either with a specific problem, or with 
Clarification of what the problem areas might be. At this point the group 
tended to take refuge in the use of continuing discussion, rather than 
action techniques. Although everyone had agreed to use action techniques, 
it was never casy to get them started. Nonctheless, sessions in which this 
happened were unanimously felt to be the most creative. As this was 
realized the group's resistance gradually lessened. . m 

Of the various action techniques, the group relied. mainly on family 
Sculpting and simulation. Sculpting put therapists in touch with some 
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of the underlying dynamics of the family system and enabled ire 
relate more sensitively to the individual members. It also high r 
the new system created by the therapists’ presence. From these ne oo 
it was possible to formulate hypotheses and to decide on therapeutic g ne 
By simulating family mectings, therapists were able to test ae 
specifically the hypotheses and strategies which the group was sugges 

Role playing the next session, or re-enacting the | 


D sggion 
ast, gave some impress 
B " 5 Basar nor 
of the family's likely response and provided the therapists with n 
strength to withstand the f; 


: Ec fi 
amily's attempts to enmesh them in its 
system. 


When simulating families, the 
role plays with the ‘manager’* 
always the consultant), taking a v. 
when they seemed to be going o 


group developed the use of very m 
(in the first two years usually, but e 
ery active role. By stopping the $a 
ff target, or getting stuck, it was possi? i: 
to have a number of re-plays. The ‘family’ would feed back how it vit 
them, the group might suggest alternative strategies and the therapi 
would have ‘another go’. These simulated families were sometime 
uncannily—and surprisingly—true to their actual counterparts. Limiting 
role plays to short Sequences and having frequent supervisory input, € 


E " s H H ne e 
much to enhance the therapists capacity to take risks. This in turn enab 
the families to risk change. 


A later, and crucial, chang 
members became fre 
Was with some degre 
made, but dou 


shen 
" as whe 
€ in the second year of the group, was a 

H ts " “9° P. on. 
e enough to discuss their own families of orig was 
€ of reluctance and scepticism that this decision 


: . firs 
bts were dispelled once it actually happened. On the 


re due 
Ie ; therapists came to the group the day before they were on a 
9 € a meeting of the extended family, around the security of a child 0” £ 
Care Order, because of a seve i 


40 
: supervis 
a strategy for the mecting, and the supe! e 


Es r ciety 1n 
P. There was an acute sense of anxiety ! 
ce 


she 
PE i 
came when one of the therapists $4 


e extended family meeting for fear the £T 
would take over the decisi ' it should be run. The const : it 

Bie »phap* 
make that decision and pet! ‘kin ‘ 

s E PCI nd 

ng difficulties around decision m' io 

i . i S d cis! 
At im Suggestion, each co therapist briefly sculpted a particular d le 
making event in her in. One therapist had irre vo qu 
: ist had 

for her. The other therapist h 
* The group found it very useful when usi 
manager whose role was to i " 
supervisory task, and act 


a 
selee 
; " p Se e 
ag action techniques t Ji n (0 
, maintain its relationship 
em 
‘play’ and ‘reality’. 


ste 
: A rj apis; 
ere non-accidental injury. The theraP 
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different experiences: decision making by consultation and consent while 
her father was alive; and through conflict after his death. Not only did the 
therapists benefit from this experience personally, but they were im- 
mediately able to work much more closely together, because of their 
Increased understanding of each other. They were also much freer to help 
the family take responsibility for its own decisions, the grandparents 
finally recognizing that their children were now adults and able to make 
ccisions for themselves. This link between the therapist's own family and 
the client family was repeatedly demonstrated as an invaluable device for 
helping a therapist when he was blocked in his work with the family. 


The co-therapy teams 


The group was able to take full supervisory responsibility for the cases it 
carried, due to the use of a supervisor with each co-therapy pair. Had it not 
been confined to one area group, this would have been difficult to arrange 
and the group would probably have performed a more consultative 
function. 

With a significant section of the area’s management team in the group, 
there was little need to seek sanction for decisions outside the group. In 
principle, however, where a decision fell outside a prescribed orbit of 
organizational responsibility, sanction had to be gained from an ap- 
propriate source. (This happened over an application to revoke a Care 
Order.) 

The way in which co-therapy teams were established varied from team 
to team, and with the amount of family contact, but the most successful 
pairs seemed to be those which met between each family session. Whether 
t, without exception the supervisors took 
ad set a high standard 


experienced in supervision or no 
on their task with some trepidation. The group h 
and no-one quite believed he could match it. The supervisor could also 
be a less experienced practitioner, or lower down the hierarchy than either 
of the co-therapists, and this added to the doubts about being able to be of 
use. All this became part of the same productive tension that characterized 
the larger group, and as with the larger group, à meeting of a co-therapy 
team was rarely a waste of time. 

The use of a co-therapist, as well as adding a new resource, adds a new 
dimension to the therapeutic system, which itself needs time and help. 
Co-therapists, of necessity, have to work very closely together, and may 
develop a mutual knowledge and intimacy, which goes beyond normal 
Colleague relationships. They are also prone to take on characteristics of 
the family with whom they are working, and an ability to sort out what 
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LE : , t- 
belongs to them and what belongs to the family is aia io eene 
standing of the family. Where the co-therapists are — m chc ean 
each other, the temptation to act out the family’s inevitab e am ^s itl 
be strong. It is through resolution of these problems during oy niis but 
family, that co-therapists have something of additional value to o pe it 
it can involve difficult and even painful work between them. The geo m 
a whole tended to shy away from the problems of over-invol\ ng 
between co-therapists, and this may have been because it was giran 
where private and professional worlds overlapped. It is an prae 
reflection. that despite the greater openness of communication, bs 
willingness of group members to expose facets of their life and aset 
which they had previously kept to themselves, there was never any T es 
of encroachment into private worlds. With increased knowledge of ot 5 ü 
came an increased respect for their integrity and of their right to be e 
The problems inherent in co-therapy never proved to be insurmounta e 
and its capacity to enrich the therapists as well as offering families a Ve y 
concentrated input, kept it a feature of the group. 


The group consultant 


The decision to invite an ‘outsider’ to the 
was made in order to help deal with the 
and leadership. However, it was almo 


i À : a wh 
was tremendous gain by having the experience offered by someone 
had already Spent much time 


. F: The 
ka in the practice of family therapy- 
decision was therefore made to ask for a consultant and the group wae 
to negotiate this. 

She came with 
test out her belie 
with very disadva 


TNR $ c " roup 
initial meetings of the E cll 

: ; es 
problems associated with e ni 
st immediately evident that 


a very clear commi 


; spas fully 
isi family therapy could be carried out success? 


) i ntaged families and within the statutory framework x 
Social Services Department. She also demanded that the group work 2 S 
in its very limited time together, particularly at the expression of pan, 
Her contention that to share one’s self with families depends on a e^ 
ness and capacity to do the sa 's own family and colleagues Y e 


*. parje oU 
It by group members as well. Though there is little js? 
that a family therapy 8roup would have come into existence witho" nd 
consultant, it would probab] : 


a 1 
> È F y have had a different compositio? | to 
function. Its polyarchic nature would certainly have been difficut 4 


MAR, P d ake | 

achieve, and without the basic trust it would not have been able to ta a ^ 
ae orvi ^ E k ha 

genuine supervisory rôle, Her expertise was also of great value 10 : d 


ia Ai. T1 : .ctence * 
was used to enhance the group's ability to draw on its own experien 


, 4 wish t9. 4 
tment to family therapy and à W 
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competence. It is difficult to separate the function such a person performs 
from the individual herself but the group has been convinced that in this 
experiment both the person and the role that a consultant plays are in- 
Valuable to the development of a group. 

When she and the group parted company after two years, it was because 
the group felt she had given them cnough to allow them to carry on alone. 
In addition to her family therapy skills, she had tried to pass on her 
teaching and supervisory skills and had done so successfully. Learning 
by experience, and finding wé to simulate the various experiences 
associated with the practice of family therapy, was the basis of her method, 
and by enabling the group to organize these experiences for itself, she 
Worked herself out of a job. 


"s 


Outside presentations 


An unusual feature of the group has been its presentations to a number of 
conferences, courses and other meetings. This has involved carrying out 
some aspect of the group’s work, either of the whole group or a co-therapy 
team—with an audience who are asked to help the therapists understand 
the family and plan their next step. 'These presentations performed a 
number of functions. At one level the therapists received impressive inputs 
of help; added to this the internal pressure from the group itself to work 
ard when it was being watched, increased the likelihood of 
the therapists being genuinely helped. Those therapists who braved a 
public display of their work (and most did), went back to their families 
much recharged and were often able to make considerable steps forward 
with them. In a less direct, but equally important way, families were also 
helped by the effect these presentations had on the group as a whole. One 
aim of family therapy is to raise the self-esteem of family members. ue 
is particularly so with the extremely deprived families who often come w 
Social Services Departments for help. Fundamental to the group’s 
approach to such families, was a belief in their capacity to improve the 
quality of their lives, and this belief was best conveyed by the therapies 
making demands on the family. This process was mirrored in the demands 
made on the group to present its work to others, and the self-esteem 
generated by the successful meeting of these demands, provided a live 


demonstration of what the group was trying to achieve with its families. 
advice on strategies, the therapists took back 


of their own worth as therapists, and this 
authority so necessary to the offering of 


particularly h 


As well as receiving specific 
to their families a greater sense 
in turn provided the therapeutic 
Teal help. 
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Three families 


Of the nine families supervised by the group in its first two ycars, all yia 
one came from members existing caseloads and for several of them fam! 
therapy was tried as ‘something different’. The group was not, bae 
one to which families were referred by other social workers; neither ae » 
hold a monopoly on either the practice or supervision of family therapy ! 

the area. With most of the families the Department also had a statutory 
or near statutory obligation, and none had been selected for their €* 
book' qualities. 'The following are three examples both typical to the group 
and to Social Services Departments generally. 


The ‘V? family 


The V.s are a young couple who had seriously injured their four-month- 
old baby, leading to a Care Order and the child being removed from hans 
During the two years that the family were supervised by the grouP» n 
child returned home and the Care Order was revoked by the Court. "T 
The focus of work was to help the couple recognize the differen 
expectations they had of family relationships, due to their very differen 


: Hs :derable 
backgrounds. In both cases, their families of origin still had considerab 
influence on the 


. 4 : stablish- 
i : young couple, which was preventing them from establis 
ing their own family System. 

Sessions were held with the extended families to enable them to pa 
7e d a a "i 1 i ; 
nize the role they were playing and the pressures they were unwitting Y 
em on the young couple and their child, which were strongly u€— 
es: factors in keeping the child at risk. These sessions led to ien 

ramatic changes in the younger family’s ability to work towards a m 
autonomous interaction, i 


The ‘M? Jamily 


The M.s were a large, disorganized family with long experiences E 
work help. "They presented chronic financial and housing difficulties; ^ 
children also had school attendance problems. Mrs M. had been seen 25 
controlling woman, and Mr M, as a pathetic endl inadequate man E 
the many years they had been known to the Department, social worker 
had settled for Working with individual members ph » fret one parent a 

onc or two children, Ra ME 


cial 
the 


mtn ‘ak : : „mily 
The focus of work during the two years was to enable the fam i 
recognize their fragmentation x 


and to give them a forum where they 


Two-year experiment in Social Services Department 407 


express their feclings both positive and negative to cach other. This led to 
Some change in the róles of the parents, Mr M. being able to be consider- 
ably more positive and Mrs M. more feminine. As the family’s ability to 
Communicate more positively increased, their need for outside help in 
dealing with problems diminished, and they were eventually able to do 
Without this help altogether. 


The ‘C? family 


The Cis are a large immigrant family, with a twice married mother. The 
daughter of Mrs C. by her first husband joined the family when she was 
twelve years old, and was subsequently rejected by them some two years 
later, and came into care via the Courts. 

Work was undertaken to help the family deal with this painful situation 
as honestly as possible, with the hope that the family member might 
rejoin her family. It became evident after a time, that there had been too 
long a separation for this to be possible, and the girl has remained in 
Care; but as a result of the family work, the various members have been 
able to accept this without the bitterness, hostility and blaming attitudes 
that were demonstrated initially, and they have been able to remain in 
touch with the rejected member. 


Conclusion 


This paper attempts to synthesize the views of the group's membership 
during its first two years and is based on interviews with the original 
members and records of actual group meetings. 'Two developments of 
, almost universally recognized importance have a particular significance in 
“a Social Services Department. The first derived from the introduction 
Of systems theory as a basis for understanding and intervention. This 
Provided a therapeutic framework extending well beyond the confines of 
the family itself. Individually oriented social work strategies, while 
Providing some relief may also reinforce the extreme isolation which 
: A systems approach acknow- 


characterizes many social services clients. 
ss between the client and his 


ledges that this isolation is a two-way proce 1 
Network and will aim at actively changing this relationship. . 

Though this notion is basic to both social work and psychiatry, actual 
Practice often falls short. Social Services Departments are packed with 
lging files representing years of work with clients for whom there is no 

| Xpectation of change. “Therapy” gives way to ‘Support’ and a mutual 
lependence which client and social worker both see as inevitable. To 


408 C. Iveson et al. 


believe a client has strengths requires a belief in one’s own right as à 
therapist to demand that those strengths be utilized. T'he development 
and recognition of this therapeutic authority was the most important 
single outcome of the workshop. It sprang from a conviction, founded in 
experience, that social workers can be agents of change if they are prepared 


to demand such changes of their clients rather than accept as inevitable 
the behaviour which makes them clients. 
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Origin, Prevention and Treat- 


ment of Affective Disorders 


Siten by M. Schou and 
: Stromgren 


May 1979, xiv | 308, 
, i pp., £9.80 
0.12.628950.6 i 


B 1978, the University of Aarhus, 
enmark arranged a series of inter- 


3-day 
inter- 


i: of Psychiatry held a 
YMposium with Danish and 
National speakers on the topic of 
affective disorders, with emphasis on 
Origin, prevention and treatment. The 
presentations dealt with lithium therapy 
and research, rubidium, tryptophan, 
brain amines, blood and tissue anti- 
gens, cerebral localization of memory 
and depression, neuroendocrinology, 
genetics, epidemiology and suicide. 
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ealth and the Family 
Clive Wood 
June/July 1979, xiv + 240pp.. £11.60 
0.12.794913.5 (Academic Press) 
0.8089.1180.5 (Grune & Stratton) 
This volume deals in an unusually com- 
prehensive way with one of the major 
human problems of this century, the 
changing status of the family. A wide 
range of experts from the United States 
and Britain consider this problem, its 
causes and its effect. This book brings 
together issues and problems relating 
health care and medical education with. 
the sociology of the family, and illu- 
Strates the importance and unique 
relationship between them. It will be of 
considerable interest to medical edu- 
Cators, general practitioners, paedia- 
tricians, obstetricians, psychiatrists, 
nurses, health planners, social workers 
and sociologists. 
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THE TAVISTOCK CLINIC 
in conjunction with 
THE TAVISTOCK INSTITUTE OF 
HUMAN RELATIONS 
SCHOOL OF FAMILY PSYCHIATRY 
AND 
COMMUNITY MENTAL HEALTH 


A Psychoanalytic Approach to 
Work with Family Groups 


Membership for this part-time course will 
be drawn from professionals interested in 
applying psychodynamic concepts and 
practice tọ their work with families. 
Emphasis is on the understanding and 
appropriate use of the tra sference and 
countertransference manifest in the sessions 
with families. Learning will be based on 
clinical and. reading seminars throughout 
the year. 


Further details and application forms are 
available from The Executive Officer 
(Training), School of Family Psychiatry and 
Community Mental Health, The Tavistock 
Centre, 120 Belsize Lane, London NW3 5BA. 
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Gth International Symposium of | 
Institut für Ehe und Familie 


"Family and 
Family Therapy" 


Zurich University 
26-29 September 1979 


The programme comprises 40 | 
workshops, 30 seminar lectures | 
and 4 plenary lectures on issues 

of family therapy, history and 
sociology of the family. 


write for detailed programme to: | 


Institut für Ehe und Familie, | 
Congress Secretariate, | 
Postfach 258 | 
CH - 8032 Zürich, | 
Switzerland | 


